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THE MORTALITY RATE IN APPENDICITIS—IS IT ON THE INCREASE?P* 


BY ARTHUR W. MARSH, M.D., F.A.C.S. 


My interest in this subject was aroused by 
hearing a paper read at the Clinical Congress 
of the College of Surgeons at Philadelphia a 
year ago, the title being, ‘‘The Mortality in Im- 
portant Surgical Diseases, Especially Appen- 
dicitis.’’ The main points in this paper were 
as follows: 

1. Reference to the leading surgical clinics 
in this country reveals the fact that the mor- 
tality in such surgical conditions as gall blad- 
der disease, thyroid affections, the gastro-in- 
testinal tract, and pelvie diseases, is constantly 
decreasing; but reference to the figures pub- 
lished by the Bureau of Vital Statistics at Wash- 
ington, from all over the country, seems to in- 
dicate that, in the hands of the average surgeon, 
the mortality for the diseases mentioned, with 
the exception of pelvic diseases, shows a de- 
cided inerease. 

2. The lack of uniformity in teaching the 
proper and best methods of treating appendici- 
tis. 

3. The poorly trained, or inexperienced sur- 
geon who might hesitate about doing a neph- 
rectomy, or a gastrectomy, or a splenectomy, 
seems to regard an appendectomy as a simple 
procedure. 

As I do not intend to deal with but one of 
these conditions, namely, appendicitis, I will not 
— to the others mentioned by Dr. Willis at 
all. 

It is rather startling to discover that the rate 
for appendicitis, which in 1909 was 11 per 
100,000, has steadily risen year by year, until 
in 1922 it was 14.5 per 100,000, or a 31% in- 
erease, 

I will admit that T had the impression that 
‘here was a decrease rather than an increase in 
the mortality of this disease. The figures from 
the Bureau of Vital Statistices as quoted are 
apparently correct, but is it necessary to assume 
that this means an actual increase in the mor- 
tality rate? Are there not important factors 
that influence the statistics, or even let them 
give a wrong impression? 
we before the New England Surgical Society, October 2, 


Uniformity in the classification of diseases is 
so recent that it has not permeated the country 
very generally as yet, but I believe one way to 
account for the apparent increase in the mortal- 
ity rate is a more correct diagnosis than 
formerly. 

The report on this disease given out by the 
State of Massachusetts in its vital statistics is 
as follows: 


Rate 
Year Deaths per 100,000 
1905 264 8.79 
1910 316 9.39 
1915 435 11.5 
1920 457 12. 
1925 535 12.6 


If we should accept these figures without in- 
vestigation, there would be a 30% increase in 
the mortality rate in the State of Massachusetts 
between the years 1905 and 1925; but in the 
year 1905 there were reported as dying from 
peritonitis (simple) 446 cases, and in the year 
1910 there were 255. On the basis of a rate per 
100,000 of population, deaths from peritonitis 
dropped from 14.85 to 7.57, or just about one- 
half. 

In the Massachusetts classification, eases of 
peritonitis originating through puerperal sepsis 
are not included in simple peritonitis, nor are 
eases of tubereular peritonitis, either. 

The figures from the City of Worcester are 
interesting on this same line: 


Appendi-  Perito- Rate per 
Year citis nitis Total 100,000 
1890 2 22 24 28.5 
1900 9 22 31 36.5 
1910 24 13 37 23.5 
1924 26 12 38 20. 


If we consider both diagnoses together, assum- 
ing that the larger proportion of the peritonitis 
eases originated in appendicitis, we find a con- 
stantly dropping rate from 28.5 to 20 per 
100,000. On the other hand, if we take the cases 
of appendicitis alone, we have almost three 
times as many deaths in 1924 as we had in 1900; 
while during that same period there was per- 
haps a 50% increase in population. 
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At the same time, while this apparent increase 
in deaths from appendicits was going on, the 
number of cases dying from peritonitis fell from 
22 to 12. Here again it seems to me that the 
evidence is rather against there being any de- 
cided increase in the rate of appendicitis. As 
one of my good friends remarked once on a 
time, ‘‘ You can make statistics show anything— 
even to telling the truth once in a while.”’ 

With the cases of peritonitis originating in 
puerperal condition and in tubercular foci ex- 
cluded, I believe it is a fair assumption that 
many of those cases classed as simple peritoni- 
tis were really cases of appendicitis. Particu- 
larly does this seem to be true, for, in both the 
State’s and the City’s tables the deaths from 
appendicitis increase as the deaths from peri- 
tonitis decrease, and after the year 1915 the 
term simple peritonitis disappears altogether. 

Another way in which I believe a mistake 
can occur is that when a ease first enters a hos- 
pital, if that case has proceeded to general peri- 
tonitis, even though it originated in appendici- 
tis, there may have been a habit in certain hos- 
pitals to enter the final diagnosis in these cases 
as general peritonitis, so that when the statis- 
tician comes along (particularly if he or she is 
not trained in medicine) it is easy to see how a 
death which should be recorded as appendicitis 
could be overlooked. 

Is it not possible, then, that some of this ap- 
parent inerease may be due to better diagnoses 
and better classification ? 

But is there not another way by which we 
could get some idea as to the increase of the 
mortality rate than by the one used by the 
writer of this paper? I mean, by the deaths 
occurring in our hospitals. Is it not safe to 
claim that the vast majority of operative cases 
cnter the hospitals? In other words, the bad 
cases are hospital cases, and only the mild eases 
are treated at home. This does not mean that 
al! cases go into the hospital soon enough, as I 
shall show; but it does mean that the severe 
operative cases are in the hospital, and if there 
was a 50% increase in the mortality rate it 
ought to show in their returns. 

I realize that hospital records in the past have 
been poorly kept according to our present stan- 
dards, and have little value for statistical pur- 
poses; but T am going to present some figures 
collected from cur hospitals in New England. 
low T think they are sufficiently accurate to 
mean something. I have obtained figures from 
about a dozen hospita's in four of the New Eng- 
land States. These statistics have not been ob- 
tained for purposes of comparison, and will not 
be used that way. The figures are for the years 
1905, 1910, 1915, 1920 and 1925. Care has been 
taken not to include any incidental appendee- 
tomies in this summary. There were treated in 


‘ ber 2, 1926 
this group of hospitals for the years mentioned 
the number of cases as follows: 

Year Acute Deaths Per cent 
1905 1116 66 .06 
1910 2294 83 036 
1915 2907 85 .03 
1920 2874 50 018 
1925 82 .022 


These figures show a very marked decrease in 
the death rates, based upon the actual number of 
cases treated in the hospitals and not upon the 
percent per 100,000 or more. They include all 
the chronic cases, and naturally, as we expect 
none or extremely few deaths from chronic cases, 
the percentage would be lowered thereby. But 
if we exclude the chronic cases, the percentage 
is as follows: 


1905 11% 
1910 068 % 
1915 05% 
1920 035% 
1925 035% 


For the reasons that I have advanced, it is 
evident that I am not inclined to believe that 
there is an actual increase in the mortality of 
this disease, but I do believe the present 
rate is higher than it should be, and I want to 
point out what I believe is the main reason 
for the present rate. 

As successful treatment in appendicitis de- 
pends so much on a proper understanding of 
the progress of the disease, I want to say a 
few words on the pathology. 

The first step in the pathology of the ap- 
pendix is that of a eatarrhal inflammation with 
swelling and injection of the mucous mem- 
brane. If the process goes no further, the 
symptoms subside and the organ returns to 
normal, except some sear tissue. 

If there are enough of these mild attacks 
before the surgeon gets hold of the case, it 
is possible to conceive of the structures un- 
dergoing changes sufficient to bring about an 
atrophic conditién with a complete subsidence 
of further attacks. This is what we commonly 
eall chronie appendicitis. But it is verv rare 
to see a case with the usual evidences of chron- 
ie eondition, such hyperplasia all about the 
diseased part, as we find it in diseased uleer 
or in long-standing cholecystitis. 

The next step in the progress of appendicitis 
is an involvement of the outer coats of th 
organ, with increased swelling and perhaps « 
‘oeal peritonitis shown by adhesions between 
coils of intestines near by and the omentum. 
Then comes the shutting off of the cireulation 
and gangrene, followed by local abscess. If 
this local abscess breaks through its barrier, 
the tendency is for the pus to gravitate either 
towards the pelvis or to the right flank, thus 
still allowing nature to protect the general 
peritoneum by building a second wall of de- 
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fence. If the case goes on to a fatal termina- 
tion, death occurs either from general peri- 
tonitis or septicaemia. 

A local peritonitis or local abscess is apt to 
produce a tumor or mass which if operated 
upon is found to contain the appendix and per- 
haps a small amount of pus. In such cases 
also it is not uneommon to find an increase 
of peritoneal fluid in the general peritoneal 
eavity, which represents an irritating condition 
but not necessarily a purulent peritonitis. 

In other cases, as soon as the peritoneum 
has been nicked so that there is communica- 
tion with the peritoneal cavity, there is an im- 
mediate escape of purulent or sero-purulent 
fluid. This again may not mean a general 
peritonitis, beeause of the fact that a_ loca’ 
abscess may have ruptured, as I stated before 
either into the flank or into the pelvis, and the 
operator may have incised into the larger ab- 
scess Without entering the general peritoneal 
cavity. 

Then again comes the case where there has 
practically been no attempt on the part of 
nature to wall off anything, and a general peri- 
tonitis is present before any operative measures 
have been undertaken. 

We have all seen cases that have gotten well 
somewhere during the course of this process 
even to cases of general peritonitis, but every 
one is agreed that the mortality is much great- 
er the longer appropriate treatment is post- 
poned. 

The Worcester City Hospital figures for the 
last six years show this very plainly. The num- 
ber of deaths occurring in acute appendicitis 
is 1%. The deaths in aeute appendicitis with 
local abscess or local peritonitis are 8%. The 
deaths in acute appendicitis with general peri- 
tonitis are 30%. 

As to the treatment of appendicitis, there is 
no question or dispute about what to do with the 
early case. Operation is indicated. When it 
comes to the later ease, ‘‘too late for the early 
operation and too early for the late’’, to quote 
from Ochsner, there seems to be two methods of 
handling it. One by immediate operation as 
urged by Murphy, and the other the conserva- 
tive method as advoeated by Ochsner, which con- 
sists in washing out the stomach to relieve 
vomiting, giving morphine to quiet peristalsis, 
giving nourishment with hardly any residue, 
and supporting the system and diluting the tox- 
ins by the copious use of fluids; all this to give 
nature a chance to wall off or localize the in- 
flammatory’ process. 


In Ochsner’s surgery is this significant state- 
ment :—‘‘If these rules are faithfully carried 
out, almost every case of appendicitis, not ex- 
actly moribund, will clear up in a few days, or 
the lesion become so localized that if pus forms 


its evacuation becomes the simple opening of an 
ubscess.”’ 

It is not the intention in this paper to take 
up the treatment of appendicitis. It is suf- 
ficient here to merely say that both these meth- 
ods of handling a case have their advocates, but 
| have vet to learn that either one or the other 
has shown such preponderant superior success 
that it can convince everyone that it is the best. 

Quoting Oschsner’s surgery again, ‘‘if pus 
forms its evacuation becomes the simple opening 
of an abseess’’. The older and more experienced 
surgeon may be content to do this and not hunt 
for the appendix, but so far as the operation is 
coneerned, | believe this is the only way the 
treatment influences the mortality, and skill has 
very little to do with it. 

As far as the poorly trained operator is con- 
cerned, it is my opinion that experience and 
judgment outweigh skill in considering the 
handling of this condition. No one would dis- 
pute the results obtained in the hands of the 
so-called master surgeons. With their splendid 
team work and efficient organization they hav: 
brought surgery to the safest possible point. 
But | honestly question whether as many of the 
rotten cases as the average man has to deal with 
vet into the hands of these great men as fre- 
quently. Appendicitis is a disease which acts 
quickly, and people have not the time to travel 
to the so-called medical centers of the world in 
order to get the services of the leading surgeons. 
Nor do I believe that these same men are in the 
habit of getting up at night and operating on an 
acute appendix anywhere near so frequently as 
the average surgeon will be called upon to do; 
and yet in these emergency cases we find by far 
the greater proportion of the severe or bad cases. 

It is in this class of ease which Ochsner de- 
scribes as too late for the early operation and 
too early for the late operation where I think 
the judgment and experience of the surgeon 
counts for a good deal, and may be the decid- 
ing factor towards recovery or death. Whether 
we grant this as true or not, we all agree that 
the mortality is too high and should be reduced, 
and personally I believe that the greatest factor 
in keeping the rate where it is is the attitude 
of the patient himself. I mean the lack of in- 
telligenee, or the indifference of the patient to 
the significances of abdominal pain. It is not un- 
common for us to be told by the patient that 
he thought it was just an ordinary bellyache. 
[In other words, the doctor is not called soon 
enough. This accounts, I believe, for a greater 
proportion of the serious or fatal cases than any 
other factor, and while it may not be as- fre- 
quent as it used to be, I believe every surgeon 
realizes that too frequently patients seek med- 
ieal aid too late. This, -T think, is not confined 
to the ignorant class, so-called. It may be due 
to the dread of having to submit to an opera- 
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tion, or having the expense of the physician 
called. In my opinion, it is more often due to 
the American habit of taking chances. . 

Another factor is the conduct of the family 
physician himself. His alertness or his procras- 
tination may be the means of saving or losing a 
case. As I have suggested already, if the case 
is taken before a rupture has oceurred, with 
youth and vitality present in the vast majority 
of cases, and with a technique perfected, there 
is very little opportunity for the operator’s los- 
ing the case. 

Mueh, then, depends upon the family phy- 
sician. He shou!d recognize appendicitis as dis- 
tinctly a surgical disease, that the treatment 1s 
usually surgical, and that the wisest thing he 
can do after he is certain of his diagnosis is to 
place the patient in a hospital, where he ean im- 
mediately be operated upon if it is best. It i 
much better judgment to move a case into thi 
hospital before it has been decided whether or 
not operation is absolutely necessary than to 
have to remove the patient when he has become 
so much worse that an operation is imperative, 
and then subject him immediately to that ordeal. 

If the doctor urges his patient to go to the 
hospital and he refuses, that doctor has at least 
done his duty, and cannot be blamed if later 
the ease goes bad. 

We can all recall the case where we have not 
recognized the real condition as soon as we 
should. But | believe this is more excusable 
than to have recognized the condition and then 
taken the chanee that it would subside. Just 
as I believe that the responsibility of the family 
physician is very great, so also do I believe that 
the eredit for a low mortality rate in appendix 
eases should be shared with him; that if his 
alertness has been a factor in getting the pa- 
tient early into a hospital, a great step has 
been taken towards the suecessful termination 
of the ease. 

In the presence of a sharp attack, I believe 
Worcester’s rule to operate as soon as the diag- 
nosis is made still holds good and should be 
followed. T have looked over between four and 
five hundred eases operated upon in the Wor- 
cester City Hospital. While the histories are 
not particularly satisfactory in many respects, 
so far as they mention the question of the time 
when the physician was called in is econeerned 
there have been only a very few instances where 
there has been any indication of procrastination 
on the part of the physicians themselves, 

Following the suggestions that I have made 
with reference to what the operator meets when 
he enters the abdomen, I have taken a list of 
fatal cases operated on at the Worcester City 
Ilospital within the past ten years, and I find 
that more than 50% of the fatal cases appar- 
ently had general peritonitis before they ever 
entered the hospital, and that more than 75% 


of them apparently had a loeal abseess which 
had ruptured, and while they might not have 
had a general peritonitis at the time of opera- 
tion, they were advanced cases and died of gen- 
eral peritonitis. 

If Dr. Willis is right and there is an inereas- 
ing mortality rate in appendicitis, it means the 
sacrificing of at least 3000 people every year, 
and | would like to conclude by emphasizing 
what he says in the latter part of his paper. 
These people all come from young, or practical- 
lv young and vigorous persons. The last ten 
years or more we have heard a great deal about 
educating the public upon the importance of 
early diagnosis and treatment in all cases of can- 
cer. The College of Surgeons and the Medical 
Associations have taken a very strong stand on 
this point, and I believe that the public, to a 
great extent, has been trained up to that im- 
portance. [ut we are dealing in that case with 
a disease that the medical profession has not 
yet mastered, and every one of us knows that 
too frequently, when we have found what we 
thought was an early case and have told the 
family that the prospects of eradication were 
fairly good, our prophecies and hopes have been 
dashed to the ground by an early recurrence 
and a fatal termination. No surgeon guarantees 
the cure of cancer, even in its earliest stages. 


If it is important that we should urge people 
to pay attention to chronic irritation and things 
of that sort in order to get in advance of cancer, 
is it not just as important that we should impress 
upon the publie that a certain number of lives 
in each community are sacrificed to appendicitis 
because the surgeon has not had the opportunity 
to operate early enough? It seems to me that 
the medical profession is just as much lacking 
in its duty to the publie by not emphasizing 
and impressing the publie with this very im- 
portant point as it would be to neglect its 
duty in reference to cancer; even more so, be- 
cause, as you know, the great majority of cases 
of appendicitis remove the young and vitally 
strong person with a life of usefulness ahead of 
him, while the majority of cancer cases appear 
later in life, after the best efforts of the in- 
dividual have been put forth. 


CONCLUSIONS: 


1. The evidence of increased mortality rate 
as given out by the Bureau of Vital Statisties 
may be misleading and an apparent increase 
may be explained in other ways. 

2. Statistics from some of our hospitals in 
New England rather indicate that, in this part 
of the country, the rate is decreasing. 

3. The rate is still too high. 


4. It is from the advanced ease that the 
mortality comes. 
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5. Indifference to or ignorance of the sig- 
nifieanee of abdominal pain on the part of the 
patient, causing delay, is the greatest factor in 
raising the rate. To a less degree the procras- 
tination of the doctor enters into it, and even 
less than either is the skill of the operator. 


6. There is just as clear a duty on the part 
of physicians to keep hammering away at the 
publie as ever there was if we are to still fur- 
ther reduce the mortality rate in appendicitis. 


DIscussIONn 


Dr. LyMAN ALLEN, Burlington, Vt.: I have 
figures to show regarding the conditions in Bur- 
lington. It might be of interest to know that the 
mortality there has steadily decreased from 
3+% in 1910 to 1.3% in 1925. This ineludes 
all classes of appendicitis, the gangrenous, sup- 
purative, acute, sub-acute and chronic, but does 
not include the cases in which the appendix was 
removed during the course of some other intra 
abdominal operation. It seems to me that we 
cannot get away from a small mortality in any 
way. There may be a surgical accident in any 
ease or post-operative adhesions may cause me- 
chanical ileus. There is the occasional wrong 
diagnosis, and frequently the delayed diagnosis. 
Also you all have experience with men who 
never send you an appendix until it is ripe. 
And lastly there is another factor that is going 
to vary from year to year, and that is the 
character of the infection. In 1925 the strepto- 
coccus was busy in throat and lungs, and there 
were a number of cases of appendicitis com- 
plicated by that streptococeus. Those cases are 
different from the usual infection and have a 
higher mortality. About 1915 when the Mur- 
phy drip eame into general use the mortality 
from acute appendicitis and peritonitis drop- 
ped. That and the Fowler position have made 
a great difference in the mortality of the pus 
eases. I do not believe that the mortality can 
drop much more until the general practitioner 


makes earlier diagnosis and we have fewer pus 
cases, 


Dr. THomas W. Luce, Portsmouth, N. H.: 
Dr. Marsh kindly sent me an abstract of his 
paper about a week ago, and since that time I 
have been interested in making inquiries of my 
medical friends as to just how a death certificate 
should be made out in a ease of appendicitis 
that terminated fatally. Their answers have 
been sufficiently varied to convince me that this 
procedure is by no means standardized. I have 
Leen told that no one has ever yet died of ap- 
pendicitis alone, that in order to die the victim 
must have appendicitis plus ‘‘something’’ and 
if that ‘‘something’’ should be peritonitis the 
primary cause of death should be given as peri- 
tonitis and the seeondary or contributing cause 


should be appendicitis. The same reasoning 
holds good if the termination should be a pul- 
monary embolism or a broncho-pneumonia, of 
course. I have been surprised at the number 
of physicians L have questioned who hold these 
views. 

Since 1917 the Department of Commerce 
through its Bureau of the Census, has been mak- 
ing a genuinely serious effort to bring about a 
uniformity in these returns that would help to 
make our vital statisties of greater value. This 
Bureau has printed and given a wide distribution 
to a little book containing the International List 
of the Causes of Death. It also gives some very 
plain and definite instructions as to how these 
death certificates should be made out. It quite 
plainly states that the primary cause of death 
is the disease that has existed the longest time, 
and that the secondary or contributing cause is 
whatever terminates the disease process, so that 
in the examples I have mentioned the primary 
cause of death should be given as appendicitis, 
the secondary or contributing cause should be 
the peritonitis, broncho-pneumonia or whatever 
condition immediately preceded death. 

The writer of the paper from which Dr. 
Marsh quotes the 31% increase in appendicitis 
mortality, concludes that this increase is due to 
the work of incompetent surgeons. It is much 
easier for me to believe that there has been no 
real increase but that the apparent increase is 
entirely due to the good work being done by our 
Department of Vital Statistics and that an ever 
increasing number of physicians are making 
their returns properly. 

Now in regard to the Worcester statisties that 
Dr. Marsh has given us in his paper. It is well 
to remember that Worcester is a hospital center 
and that people from the surrounding towns 
come into the Worcester hospitals to have their 
surgical work done. If any die in the hospital 
the death is recorded in Worcester although the 
patient was not a citizen of that city. Twenty 
years ago many of these patients, particularly 
the appendicitis cases, were operated upon in 
their homes. This in my experience is true of 
those in farming sections. At that time they 
had not aequired the hospital habit. In my 
opinion if there is any real increase in appendi- 
citis or peritonitis mortality in Worcester it 
would be amply compensated for by a decrease 
in the smaller towns that feed the Worcester 
hospitals. As a parellel I might cite the town 
of Greenland near my home—There is now no 
practicing physician in the town and its records 
for last vear show less than a dozen births. The 
faet is that most of the Greenland mothers ar: 
confined in the Portsmouth Hospital—thus 
making statistics that go to prove the sterility 
of Greenland and the feeundity of Portsmouth. 


1064 


A SHORT RESUME OF FRACTURE EXPERIENCES—CLARK _ Boston M. & 8. Journal 


ber 2, 1926 


A SHORT RESUME OF FRACTURE EXPERIENCES AT 
THE NORTON COMPANY* 


BY IRVING CLARK, M.D., F.A.C.s. 


Ir is interesting oceasionally to look up from 
the detail work we are doing and to observe 4 
field of work as a whole. In this paper is pre- 
sented the result of an investigation of the 
economic results in 127 fractures occurring 
from May, 1916, to May, 1926, a period of ten 
years, in a manufacturing plant in Massachu- 
setts having an average working force of 2600 
employes. The work in this factory, consisting 
of the manufacture of abrasives, grinding 
wheels and grinding wheel machines, is varied 
and of a heavy type so that the hazard of frae- 
ture is somewhat greater than in the average 
plant. 

Fractures as an injury produce on the whole 
more disability to the patient than any other 
frequent form of industrial accident. Every ef- 
fort has been made to reduce this time of dis- 
ebility to a minimum and the closest attention 
is paid to immediate adequate reduction, prop- 
er fixation, early mobilization and return to 
light work as soon as possible. Cases are fol- 
lowed from the moment of accident to end re- 
sult. Ambulatory fractures in this series were 
treated at the factory dispensary by the factory 
medical staff. Bed eases have been treated at 
the Memorial and City Hospital, Worcester, 
Mass. No detailed information as to the type of 
fractures is given as the subject is being con- 
sidered as a whole, the anatomical division plan 
being used merely as a form of grouping some- 
what similar injuries. 

The accompanying table shows the number of 
fractures occurring and the part affeeted. As is 
to be expected from the type of work done, the 
‘finger, toe and foot were most frequently in- 
jured. 

The table also gives the total amount of time 
lost by days from the day on which the frae- 
ture was received to the day on which the pa- 
tient was able to return to work, and the aver- 
age loss of time by each type of fracture. The 
total time lost by the 127 patients was 4860 
days making the average loss of time 38+- days 
per fracture. This average is high but was con- 
siderably raised by two of the four femur 
cases, one a case of syphilis with spontaneous 
we before the New England Surgical Society, October 2 


fracture, the other a very heavy patient with a 
fracture of the neck of the femur. Both of 
these cases failed to unite and bone grafting was 
necessary. 

The cost of fractures is interesting. The fig- 
ures here given represent the amount paid to 
doctors outside the factory for special work, in 
hospital expenses, and in compensation paid the 
injured employe. The total amount paid dur- 
ing the ten years was $12,837.89, making the 
average cost per fracture $101.08. The high 
average cost is due to a comparatively small 
number of fractures which required hospitaliza- 
tion and a long period of disability. Thus the 
cost of the five fractures of the leg averaged 


TABLE 
NUMBER OF FRACTURES AND Time Lost 1x Days 


Vv. 
Number Total per case 
Skull 1 20 20 
Face 2 24 12 
Rib 9 202 22 
Arm 3 135 45 
Forearm 6 212 35 
Wrist 2 42 21 
Metacarpus 5 88 17 
Finger 34 575 17 
Pelvis 1 46 46 
Femur 4 1512 378 
5 543 108 
Metatarsus 3 201 67 
Foot 15 558 37 
Toe 37 702 19 
Total—127 4860—Grand total 


Average time lost 
Average cost 
Total cost 


38+ days per fracture 
$101.08 per fracture 
$12,837.89 


8232+- per case, while the four fractures of the 
femur averaged in cost $2314-+- per case. 

In considering these statisties it must be re- 
membered : 

1, That the study is one of the cost of frae- 
turess—-not one of end results. 

2. That return to work means return to ar- 
ranged work in the faetory, which in many 
cases may be performed while apparatus is being 
worn. 

3. That as a result the average return to 
work is earlier than is to be expected in the 
average factory. 

4. That all fractures occurring during the 
period are considered, many of which were of a 
very minor character. 
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GRIGINAL ARTICLE 


THE PSYCHIATRIC EXAMINATION OF PRISONERS 
IN MASSACHUSETTS* 


BY WINFRED OVERHOLSER, A.B., M.B., M.D. 


In view of the current general interest in the 
alleged ‘‘erime wave’’ and the loose talk heard 
oceasionally in certain quarters regarding the 
supposed venality and general unreliability of 
expert testimony, it seems timely to consider 
how matters stand in Massachusetts. The pur- 
pose of this paper is to present briefly certain 
facilities offered by the Massachusetts Depart- 
ment of Mental Diseases to the publie agencies 
engaged in the administration of criminal jus- 
tice, together with comments upon their prac- 
tical workings and possible corollaries. 

The word ‘‘prisoners’’ as used in the title is 
employed in its legal sense as applying to per- 
sons legally detained, whether awaiting trial or 
serving sentence. One group has an entirely 
different status in law from the other, and they 
are, therefore, separately treated in the pro- 
visions of the statute. 

Under a law (Section 100, Chapter 123, Gen- 
eral Laws), which in its original form dates 
from 1849, any person under complaint or in- 
dictment may at the time set for sentence or at 
any time prior thereto be committed to a State 
hospital as insane or for observation as to his 
mental condition. Wide discretion is given to 
the court regarding the provisions of the com- 
mitment. The statute makes it clear that the 
experts who make the recommendation for com- 
mitment are acting as advisers to the court, not 
as partisans, being employed as they are by the 
court. The courts are disposed, too, to act upon 
the recomendations made by the State hospitals, 
either as to release (in case of the recovery of 
the patient) or as to further detention in the 
ease of persons committed for observation. This 
law is employed freely by the courts in suitable 
cases. 

In order to obviate the necessity of an obser- 
vation commitment in all doubtful cases, a law 
(Section 99, Chapter 123, General Laws) was 
passed in 1918 authorizing any court to request 
the Department of Mental Diseases to assign a 
member of the staff of a State hospital to make 
an examination of any person coming before the 
court. This law is interesting as allowing a 
court to order, if it considers it advisable, a 
mental examination of even a plaintiff.—a use- 
ful provision in the ease, for instance, of ‘‘liti- 
gious paranoiaes.’’ No fee is paid for such ex- 
amination, and the court therefore is not ham- 
pered by the fear of undue expense. 

Both of the statutes above outlined are de- 


*Presented before the New England Society of Psychiatry at 
the Grafton State Hospital, October 6, 1926. 


pendent upon the discretion of the court: in 
other words, upon the recognition by non-medi- 
cal persons of symptoms suggesting mental dis- 
ease. It is obvious that this fact may and does 
oceasionally permit a psychotic case to pass un- 
noticed and to be treated as ‘‘sane.’’ That this 
is a defect must be admitted, yet the law of 
other states goes no farther than to permit such 
diseretionary examination. 
One of the most significant steps in modern 
lorensie psychiatry was taken by Massachusetts 
in 1921, largely at the instance of Dr. L. Ver- 
non Briggs of Boston. The law passed then has 
been amended, and appears in its present form 
as Chapter 169, Acts of 1925. This act makes 
it mandatory upon clerks of court to report to 
the Department of Mental Diseases all persons: 
(1) Aeceused of a eapital crime (murder in 
the first degree ) 

Indicted or bound over for a felony who 

(a) Have been previously convicted of a 
felony, or 

(b) Have been previously indicted for 
any other offense more than once. 


(2) 


Upon receipt of such report, the Department 
assigns two psychiatrists who examine the pris- 
oner and report regarding his mental condition 
and the ‘‘existence of any mental disease or de- 
feet which would affect his criminal responsi- 
bility.’’ The report of the psychiatrists (for 
which the modest fee of four dollars is provided 
by law!) is forwarded by the Department to the 
court, and is available not only to the court but 
to the district attorney and the counsel for the 
accused. The report itself is not admissible as 
evidence, but the psychiatrists may be sum. 
monsed by either side to testify as to their find- 
ings. In addition, of course, either side may 
present additional expert testimony. It has 
been the aim of the Department to encourage 
the psychiatrists making such examinations to 
obtain all available data in arriving at their con- 
clusions and to present full reports. The value 
of full reports is especially great in ‘‘border- 
line’? eases where the question of limited or par- 
tial responsibility may well arise. A clear and 
foreeful presentation of the various factors. 
psychological and other, in a prisoner’s anti- 
social conduct is an effective means of demon- 
strating to the courts and prosecuting officers 
the fact that ‘‘responsibility’’ is mueh more 
nebulous and ill-defined a concept than the law 
books would have them believe. 


1066 


PSYCHIATRIC EXAMINATION OF PRISONERS—OVERHOLSER 


Boston M. & §. Journal 
‘ember 2, 1926 


To date (October 15, 1926) three hundred 
and sixty-six cases have been reported to the 
Department of Mental Diseases under this law, 
of which seventy-two were not feasible to exam- 
ine. In some instances, the prisoner was sen- 
tenced without awaiting the report (or even be- 
fore the clerk had notified the Department) ; in 
others, the priscner was at large on bail and 
could not be lecated; in others, the case was 
found to be not examinable under the law on 
account of lack of previous record; and in a 
strikingly small number of cases the prisoner 
would not codperate. That many cases have 
passed through the courts which should have 
been reported is c'ear, This is probably in con- 
siderable measur: Cue to the fact that the clerk 
is not the person charged by law with inquiry 
as to the previous record of a defendant and 
that frequently, therefore, he is not aware of 
such record which, if known, would cause him 
to report the case to the Department. 

Even admitting the defects in the working of 
the law, it has, nevertheless, repeatedly justified 
its existence and is paving the way for a wider 
application of psyehiatry to the administration 
of criminal justice. First of all, the examina- 
tion is a routine one; no question is raised by 
defense counsel, prison guard, or other layman 
as to the prisoner’s sanity. This means that 
eases of mental disease which would pass unsus- 
pected are sometimes found, thus preventing an 
injustice to an irresponsible person. Secondly. 
the psychiatrists are impartial, being retained 
by neither side, but reporting through the De- 
partment to the court. Sinee they are not 
partisans, their position is immeasurably 
strengthened, and the eourt and jury tend to 
value their testimony more highly by reason of 
its unbiased character. In consequence of this 
fact. exper! testimony at least on the criminal 
side is definitely heine rehabilitated in’ the 
minds of the legal profession and of the publie. 
The avoidance of ‘‘bhatt'es of experts.”’ of which 
there have been almost none in this State sinee 
the passage of the law, is an index of the value 
of impartial experts. and is a reason for the 
increasing respect paid to expert testimony. 

The expense of protracted trials, with ex- 
perts arrayed on both sides, has been saved to 
the counties repeatedly by the workine of this 
law. and the process of edueation of courts and 
prosecutors in the psvehiatrie viewpoint is 
making appreciable strides. The conrts and 
district attorneys have, in most instances. shown 
a willingness to aeeept the psvehiatrists’ onin- 
ions, so far as existing laws and institutions per- 
mit. Tn view of the striking results already ob- 
tained in the short five vears which have ¢lansed 
since the passage of the act. it seems almost in- 
evitable that eventually the eategorv of prison- 
ers eligible to such examination will be enlareed, 
and that eourts and prosecutors will avail them- 


-elves in even wider measure of the aid offered 
by psychiatry. That other states will follow the 
example here set by Massachusetts likewise 
seems likely. 

In still another respect Massachusetts leads 
the country, namely the psychiatric examina- 
jion Of prisoners in the houses of correction. 
Psychiatric examinations of a high order have 
been made in the reformatories and the State 
Prison by men of such recognized standing and 
ability as Dr. Guy Fernald and Dr. A. Warren 
Stearns. Similar studies have been made of like 
groups in other states, but in these projects the 
‘county jails’? have been omitted. True, sur- 
veys of several states have been made in this 
regard, but such surveys have confined them- 
selves almost exclusively to a determination of 
the intelligence quotient and a brief examina- 
tion hy a psvehiatrist ; that is, the social and en- 
vironmental factors have not been considered 
except so far as such information was obtained 
from the prisoners themselves. 


That the county jail population presents 
problems of a considerable magnitude is in- 
dieated by the fact that almost exactly 90% of 
all commitments to penal institutions in the 
United States are to institutions of the type 
mentioned. variously denominated in the sever- 
al states as jails, houses of ecorreetion and work- 
houses,-the average length of sentence being 
“3 days. Reliable figures as to recidivism for 
the entire country are not available. but the re- 
ports of the Massachusetts Department of Cor- 
rection show that 50% of the inmates of the 
county institutions are known to have served at 
least one previous sentence. Nor is that all; 
fully 12% have served six or more sentences, 
and each vear finds several with a reeord of 
fifty or more. It should be borne in mind that 
this is not the “hardened eriminal’’ group; of- 
fenders guilty of serious offenses who are sen- 
teneed to serve more than two and one-half 
years go to the State Prison, not to the houses 
of correction. It will be readily seen, then, that 
these prisoners, in spite of the fact that their 
individual offenses are not in the eyes of the 
law highly serious, present, by reason of their 
numbers (over 13,000 vearly in this State) and 
their high rate of recidivism, a serious social! 
problem. 

In 1924 an act (Chapter 309) was passed by 
the General Court ealling for the psychiatric 
examination by the Department of Mental Dis- 
eases of convicted prisoners serving, in a house 
of correction or jail, of over thirty days (ex- 
cept for non-payment of fine) and of all pris- 
oners in these institutions known to have served 
a previous sentence. From the first, the value 
of a full history has been reeognized as an essen- 
tial to sound psvehiatrie diagnosis, and the 
poliey has heen followed of obtaining such a 
history from outside sourees in each ease stud- 
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ied. This history, covering the conduct, school 
record, economic history, marital history, heredi- 
iv, and so on, is compiled by a psychiatric social 
worker, and is forwarded to the psychiatrist to- 
vether with the psychometric findings of the 
psychologist and the jail physician’s report of 
physical examination before the psychiatric 
examination is made. Detailed anthropometric 
observations and measurements are also being 
made on a number of prisoners, with a view to 
testing the validity of the assumptions of the 
followers of Lombroso. The work is carried on 
in the various county institutions from the main 
office in Boston and the various district offices 
(Salem, Springfield, Taunton and Worcester). 
It has not been feasible to examine all those af- 
fected by the law, but nearly 3000 cases have 
heen completed, representing a fair sample of 
the prisoners for the period. Copies of these 
records are forwarded with recommendations to 
the Department of Correction and to the Com- 
mission on Probation. The former has charge 
of the carrying out of the recommendations, 
such as commitment as insane or as defective de- 
linquent, supervision upon release, or whatever 
proceedure seems advisable. The Commission on 
Probation coérdinates the records with its card 
files in such a way that whenever a court (as 
it now must in most eases) makes inquiry con- 
cerning a man’s record, it is informed if a psy- 
chiatrie report is available. These records are 
being consulted by the courts in increasing num- 
her, and often form the basis for the court’s ac- 
tion in disposing of the ease of a defendant who 
has been previously examined while serving a 
sentence. These records too, therefore, are aid- 
ing the courts and are serving to eall to their 
attention the possibilities of psychiatry. 

Inquiry is occasionally made as to what con- 
«lusions have been drawn from the study. The 
question is a natural one, in view of the social 
implications and the numbers involved. In 
view of the pioneer character of the work, great 
hesitaney has been felt about making any state- 
ment of results until a large group of cases can 
he closely studied and analyzed. The unfor- 
tiunate effect of premature announcements based 
on a partial examination of meagre data 1S 
familiar to physicians as well as to the public 
at large, and the Department of Mental Diseases 
is desirous that no such blunder shall he com- 
mitted in this important work. It is doubtful 
whether any number of eases short of five thon- 
sand should be considered as a sample of suffi 
cient size to warrant statistical treatment. For 
the present. therefore. no general conclusions 
are offered. In the meantime, a mass of 
sociological, anthropological and _ psychiatric 
data is being accumulated concerning a group 
never before thoroughly studied, data which 
should ultimately provide the basis for a better 
understanding of delinqueney and the factors 
involved in its genesis. 


NEW HEALTH UNIT CORNERSTONE 
LAID 


Tre corner stone of the third health unit pro- 
vided by the terms of the will of George R. 
White was laid by Mayor Nichols at Dorchester 
and Fourth streets, South Boston. With George 
E. Phelan, manager of the White fund, presid- 
ing, two former mayors, James M. Curley and 
Andrew J. Peters, now head of the Boston Cham- ° 
her of Commerce, took part in the exercises. 


Speakers included also Dr. Francis X. 
Mahoney, Judge Edward L. Logan and Mayor 
Nichols. The Rt. Rev. Mgr. George J. Patter- 
son of St. Vineent de Paul Church delivered 
the invocation. Benediction was pronounced by 
the Rev. G. Dewitt Dowling, vicar of the Church 
of the Redeemer, South Boston. 


Among the 400 or more persons present were 
Senator-elect Robert E. Bigney, Representative 
Morris E. Foley, the Rev. Joseph F. Coppinger 
of St. Augustine’s church, the Rev. John H. 
McClelland of the Fourth Presbyterian Church, 
and trustees of the White fund. 

Mer. Patterson likened the donor to the Good 
Samaritan. Former Mayor Peters praised the 
high citizenship of the late Mr. White and his 
wenerosity. The unit will give the city and the 
(istrict especialiy, he said, evidence of his gen- 
erous spirit. Dr. Mahoney, as health commis- 
sioner, asked for the co-operation of the people 
of South Boston for the success of the unit. 

In accepting the proposed building on behalf 
of the district Judge Logan eulogizel Mr. 
White as one of the great benefactors of the 
country. Mayor Nichols laid the stone with a 
silver trowel, which he presented to Mrs. Har- 
riett J. Bradbury, sister of Mr. White. 


OFFICERS ELECTED BY THE 
CHUSETTS SOCIETY 
ILYGIENE 


Ar the annual meeting of the Massachusetts 
Society for Mental Hygiene on November 14, 
at the Twentieth Century Club the following 
officers and executive committee were elected for 
the coming year: Officers: President, Dr. C. 
Mactie Campbell; vice president, Hon. Herbert 
(". Parsons; seeretary, Dr. Charles E. Thomp- 
son: treasurer, Romney Spring, and assistant 
treasurer, Dr. Donald Gregg. Executive com- 
mittee: Dr. E. Stanley Abbot, Hon. Frederick 
P. Cabot, Dr. Ranson A. Greene, Dr. William 
IIeaiy, Mrs. Robert F. Herrick, Winfield S. 
Quinby and Miss Mary Lee Ware. 

The following were elected directors for the 
‘erm ending in 1931: Dr. F. W. Anthony, Miss 
Ada M. Fitts, William T. Forbes, Dr. William 
ITealy, Charles L. Hibbard, Dr. George M. 
Kline, Dr. Roger I. Lee, Dr. Milton J. Rosenau, 
Dr. Austen Fox Riggs, Dr. A. Warren Stearns, 
Miss Alice P. Tapley and Miss Mary Lee Ware. 
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CASE 12481 


AN APPARENTLY HEALTHY MAN SUD- 
DENLY OVERCOME WHILE AT WORK | 


MeEpIcAL DEPARTMENT 


A Canadian electrician twenty-seven years 
old entered December 29 complaining of weak- 
ness, vertigo and hemoptysis. 

The day before admission, after working for 
two days exposed to fumes from a composition 
rubber which was being laid on the floors, he be- 
gan to feel weak and dizzy. His lips were blue 
and his fingertips white. He gradually became 
worse until at half past four he stopped work. 
On the way home he coughed up a little dark 
blood. When he reached home he had headache, 
cough and nausea. He ate no supper, but went at 
onee to bed, where he continued to cough, rais- 
ing a little more blood and sweating profusely. 
Toward morning he slept a few hours, and the 
morning of admission felt better. He raised a 
very little dark blood. He went to work again 
and worked an hour, but still felt very weak. He 
was sent to the insurance doctor, who thought 
the trouble was not due to the fumes and sent 
him to a hospital from whieh he was transferred 
to the Massachusetts General Hospital. 

He had had the ordinary diseases of child- 
hood. At fifteen he had a serious attack of sear-' 
let fever lasting six or seven weeks. After play- 
ing hockey he had swelling and pain in his 
joints, mainly the knees, lasting two months. 
At the same time he had a slight attack of 
chorea. Since that time he had been well, had 
served two years in the army and had done 
hard work. He used aleohol only in small 
amount while in the army. 

His father died of tumor (cancer?) of the 
stomach. 

Examination showed a_ well nourished, 
healthy looking young man. There were bean- 
sized cervical and pea-sized axillary and left 
inguinal glands. The maximal apex impulse of 
the heart was seen and felt in the fifth space 
8 centimeters from midsternum, a centimeter 
and a half inside the midelavicular line. The 
right border of dullness was 4 centimeters from 
the midline. The supracardiac dullness was 5 
centimeters. The action was regular. The 


second sound was accentuated. A loud blowing 
systolic murmur and a loud rumbling low- 
pitched diastolic were heard best at the apex, 
but also over the rest of the precordia. At the 
aortic area and along the left sternal border 
there was a very soft, blowing, rather low- 
pitched early diastolic murmur. A marked 
systolic thrill was felt at the apex. The blood 
pressure was 130/80 to 100/60. Electrocardio- 
gram showed normal rhythm, rate 90, broad P,; 
and Ps, with single notch, T, upright. The 
lungs, abdomen, extremities, pupi's and reflexes 
were normal. Rectal examination showed a 
small thrombosed hemorrhoid in the anal canal. 
Fundus examination showed the fields unusually 
‘tortuous. The small vessels appeared to be 
more prominent than usual. The veins appeared 
slightly engorged. 

The amount of urine was 33 to 80 ounces, 
specific gravity 1.010 to 1.030, a very slight 
trace of albumin at one of five examinations; 
seliment showed rare to occasional leucocytes 
at three of five examinations. Renal function 
forty-five per cent. Blood examination showed 
24,000 to 7,200 leucoeytes, 77 to 91 per cent. 
polynuclears, hemoglobin 75 to 90 per cent., 
reds 3,750,000 to 4,160,000, three smears normal, 
2 per cent. reticulocytes. Wassermann nega- 
tive. Non-protein nitrogen 37 mill'grams. A 
blood culture showed no growth. Two throat 
cultures showed streptococci, no diphtheria 
bacilli. One sputum examination showed bloody 
fluid with purulent mucoid masses; another 
showed very tenaeious bloody mucoid material; 
both showed Gram-positive diplococci, influenza 
bacilli. The first showed Gram-positive strep- 
tocoeci, the second Gram-positive lanceolated 
bacilli. <A third examination showed pneumo- 
coecus type IT. 

X-ray examination showed the heart shadow 
slightly enlarged in its transverse diameter. 
(See Plate I.) There was a marked bulge in the 
region of the pulmonary artery, and the left 
auricle gave the heart the characteristic shadow 
of mitral stenosis. There was definite increase 
in the size and density of the hilus shadows on 
both sides and considerable mottling extending 
upward from the hilus regions along the course 
of the bronchi in both lungs. These changes 
extended well out to the midchest and appar- 
ently did not reach the extreme periphery or 
apices. Another examination a week later 
showed practically the same appearances. 

Orders: see below. 

The temperature was 98° to 102.1° until Jan- 
uary 3, when the patient had a chill followed by 
a period of elevation, 100.9° to 105° rectal, last- 
ing until January 7. After January 9 the tem- 
perature was normal. The pulse was 60 to 101, 
the respiration 18 to 28. 

The second day in the hospital a faint hich- 
pitched blowing diastolic murmur beginning 


sounds were of good quality. The pulmonic 


immediately after the second sound was heard 
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at the left border of the sternum. The next !dullness was more marked. The breathing was 
day this murmur was heard more plainly. The|bronchial and there were numerous rales. A 
patient complained of sore throat and had slight | faint friction rub was heard in the axilla. A 
temperature. The pillars were injected and the | few rales were heard at the right base. He raised 
tonsils a little swollen, especially the left,|a little mucoid bloody sputum. One examiner 


teristic shudow of mitral stenosis. 

which was covered with a few flakes of exudate.) heard a suggestion of a pericardial friction rub 
The lungs were negative. There was herpes on |at the left sternal border. January 5 the spu- 
the lower lip. There was pain at the bottom of |tum contained many pneumococci type Il. That 
the left axilla. At eight o’clock that morning |night the patient felt much better. He contin- 
there was a friction rub in the left axilla with |ued to improve. January 8 there was a small 
slight dullness at the extreme left base and a|area of consolidation at the left base with nu- 
few coarse inspiratory rales. At one p. m. the|merous medium and coarse rales and many 
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medium elicking rales at the right base. From 
this point he made a satisfactory convalescence. 
January 10 and 11 the spleen was palpable two 
centimeters below the costal margin on inspira- 
tion; not tender. January 14 the lungs were 
clear. January 16 he was discharged. 

In the Out-Patient Department January 24 
the heart was found to be slightly enlarged to 
the left. At the Cardiae Clinic a week later 
he reported occasional dull aching in the elbows 
and knees since his discharge. His muscles were 
stiff after sitting for some time. He had no 
fever. The left elbow was tender. He felt strong 
enough to work. The apex impulse was forceful 
in the fifth space one centimeter inside the mid- 
clavicular line, 9 centimeters to the left of mid- 
sternum. A short blowing systolic and a rum- 
bling diastolic with presystolie accentuation 
were heard in the erect and recumbent posi- 
tions. A faint high-pitched diastolic was heard 
at the base and along the left border of the 
sternum. The blood pressure was 110/80. No 
swelling of the joints or evidence of acute en- 
doearditis. February 7 the heart was as before. 
There was a pleural friction rub over the lower 
left chest posteriorly. As his economic situa- 
tion was acute he was permitted to do light 
clerical work. 

Except for a visit the following June, when 
no record was made except a diagram of the 
murmur, he was not seen again until February 
26, two years later. At that time his tempera- 
ture was 95.4°. Since the last visit he had been 
doing moderately heavy work eight hours a day 
with no signs or symptoms except slight blurr- 
ing of vision at times. During the past four 
days he had had nausea and vomiting with 
marked cyanosis of the hands, lips, cheeks and 
ears. The heart was very irregular. The mur- 
murs were as at the last visit. There was marked 
mitral facies. He was given orders for digi- 
talis, complete rest and diet. March 3 he re- 
ported that the day after the visit his chest was 
congested and that he had econghed up a spoon- 
ful of clotted blood every day. He had stayed 
in bed during the week. Three days before the 
second visit he was nauseated and vomited. The 
amount of digitalis was reduced from twelve 
grains a day to four and a half. On examina- 
tion the heart showed absolute irregularity. 
The sounds were strong and of good quality. 
There was no pulse deficit. There was a svs‘olic 
murmur at the aortie area. No thrill or rub, 
The blood pressure was 105/60. At the base of 
the left lung was an area of dullness, bronchial 
breathing, inereased voice and whisper, with 
many fine crepitant rales. It was thoug’t that 
the evanosis and elubbing of the fingers was ont 
of proportion to the dyspnea and the eardiae 
sitnation. 

March 12 he was readmitted to the wards, 


where the following history of his past two vears 
was obtained. 


After his elbow joint symptoms disappeared 
he went back to his electrical work. At times this 
was strenuous, with heavy lifting. He stood it 
very well, getting perhaps a little more tired 
than his fellow workers and showing slight 
dyspnea with very hard work and stair climb. 
ing. Once or twice a year he had a slight head 
cold with a little thick rusty sputum lasting 
about a week. He coughed only with these eolds, 
and then very little. A year before his read- 
mission he had one attack of sore throat without 
other symptoms, and three months before ad- 
mission a similar attack. His chief complaint 
at entrance was stomach trouble. Three weeks 
before admission he suddenly lost the desire to 
eat. He forced himself to eat a salad, which gave 
him discomfort—gas and some nausea. That 
night he vomited a small amount of sour green- 
ish material. After this, although his appetite 
was good, he was unable to eat. After the first 
day he did not feel able to work. March 1 while 
in bed and taking digitalis he suddenly coughed 
and raised a teaspoonful of dark clotted blood. 
The cough lasted six days. For a week he had 
been out of bed, had no cough and had been 
able to eat normally. During the past two days 
he thought that his abdomen had been dis- 
tended and his urine dark. 

Clinical examination showed his weight 148 
pounds. The lips were slightly cyanotic, the 
cheeks slightly purple. The tonsils showed small 
erypts of pus. The heart apex was heaving in 
the left third and fourth interspaces. The apex 
was felt in the sixth space eleven centimeters 
from the midsternal line. The left border of 
dullness was 1.5 centimeters outside this line. 
The right border of dullness was 5 centimeters 
from the midline. The supracardiac dullness 
was 4 centimeters. The first sound was not well 
heard. The rate was irregular, the beats vary- 
ing in force. The aortic second sound was faint, 
the pulmonic second loud and snapping. There 
were systolic and diastolic murmurs over the 
mitral area and a soft systolic at the base. The 
pulse deficit was 8, rate 80 at apex, 72 radial, 
pulse soft, varying in force from beat to beat. 
Blood pressure 128/80 to 110/65. The lungs 
showed dullness and diminished voice and 
breath sounds with many fine rales at both bases, 
higher on the left. The abdomen showed shift- 
ing dullness with definite fluid wave. The fin- 
gers were clubbed. The shins were slightly 
roughened. The fundi were negative. 

The amount of urine was 30 to 80 ounces, 
specifie gravity 1.016 to 1.024. Renal function 
10 to 15-per cent. Blood examination showed 
7,750 to 11,750 leucocytes, 78 per cent. polynu- 
clears, hemoglobin 70 per cent., reds 4,688,000, 
with slight achromia and anisocytosis and ocea- 
sional polychromatophilia. 'Wassermann nega- 
tive. The sputum showed no blood or tubercle 


bacilli. Non-protein nitrogen 32 milligrams. 
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ijlectrocardiogram showed auricular fibrillation, |} root of an upper tooth, apparently a bicuspid 
ventricular rate 50 to 70, low Ty, slight right | with a filled root canal. 


axis deviation. Orders: see below. 
X-ray showed all the measurements increased. The temperature was 98.4° to 101.5° with one 


PLATE II. Taken March 24, five months before death. The larger lung markings are increased in prominence. The periph- 
ery and apices of the chest appear normal. The diaphragm is regular. 


(See Plate II.) The larger lung markings were | rise to 103° March 16. The pulse was 90 to 49, 
inereased in prominence. The periphery and|radial. The respirations were 20 to 29. 

apices of the chest appeared normal. The| The patient made a very satisfactory recov- 
diaphragm was regular, the excursion good.|ery of compensation. March 25 he was dis- 
The sinuses were of normal radiance. There | charged to the Cardiac Clinic. 

appeared to be an area of rarefaction about the| He was seen at the Clinie April 22, July 1 
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and July 8. On continuous digitalis without 


work he lost his edema. Cyanosis persisted and 
the liver remained four centimeters below the 
right costal margin in the nipple line and eight 
centimeters below the ensiform. He was given 
diuretin fifteen grains three times a day every 
Monday and Tuesday. The blood pressure was 
110/80. After the visit of July 8 he began to 
walk about at home. He took the diuretin only 
two weeks because it made him vomit. He con- 
tinued to take one pill of digitalis daily until 
August 20, when his physician substituted for 
it a reddish liquid, five drops two or three times 
a day. About the end of July the dyspnea and 
edema of the legs began to increase. From 
August 20 to 30 he spent most of the time in 
bed, bolstered up high with pillows. He had 
recurrent short paroxysms of palpitation and 
racing of the heart. During the twenty-four 
hours before his readmission, August 30, he had 
definite oliguria. 

Clinical examination at his third admission 
showed him still well nourished, but orthopneic, 
extremely cyanotic and looking very ill. His 
face looked yellowish. His sclerae were clear. 
The lungs showed crackling rales at both bases 
and harsh breathing at the left base. The apex 
impulse of the heart was in the sixth space 10.5 
centimeters from the midline. The midelavicu- 
lar line was 9 centimeters from midsternum, the 
left border of dullness 11 centimeters, the right 
border 4.5 centimeters. The supracardiae dull- 
ness was 7 centimeters. There was a thrill at 
the apex. The action was absolutely irregular. 
The mitral first sound was snapping. The pul- 
monie second sound was markedly accentuated, 
the aortic second diminished. There were sys- 
tolie and diastolic murmurs at the apex trans- 
mitted to the axilla and a to-and-fro murmur 
with rather a friction rub quality in the fifth 
space just to the right of the sternum. The 
blood pressure was 140/110. There’ was 
marked venous pulsation in the neck. The ab- 
domen was distended, tympanitic, with dullness 
in the flanks and fluid wave. The liver was 4 
centimeters below the costal margin and tender. 
There was very marked edema of the feet and 
lower legs extending above the knees. The pu- 
pils were equal, regular and reacted sluggishly. 
The other reflexes were normal. 

There is no record of the urine. Blood exam- 
ination showed 8,700 leucocytes, 71 per cent. 
polynuclears, hemoglobin 75 per cent., 5,700,000 
reds with definite anisocytosis, achromia and 
moderate poikilocytosis, platelets increased, a 
rare questionable leukoblast. 

Orders: see below: 


In spite of the digitalis the pulse grew more 
and more feeble. Early in the morning after 
admission venesection was attempted. The 
heart however stopped. 


Orders, first admission. January 1. Force 
fluids. Sodium salicylate twenty grains four 
times a day. January 4. Individual precau- 
tions. Tight chest swathe. Force fluids. Mor- 
phia one-eighth grain every three hours p.r.n. 
for restlessness and cough. Castor oil two 
drams daily. Soapsuds enema. Digitalis four 
and a half grains by mouth at once, three grains 
later tonight when awake. Morphia one-sixth 
grain s.c. Alcohol sponge, if reaction favorable 
repeat every four hours if the temperature is 
over 104°. Perfect rest. January 5. Digitalis 
a grain and a half daily. January 6. Digitalis 
a grain and a half three times a day. Sodium 
bicarbonate twenty grains with sodium salicy- 
late three times a day. Veronal ten grains with 
codein half a grain. Morphia one-eighth of a 
grain s.c., repeat once if necessary. January 8. 
Veronal ten grains. January 9. Digitalis a 
grain and a half three times a day. 

Orders, second admission. March 12. Soft 
solids. Fluids limited to 1200 cubic centimeters. 
Digitalis three grains four times a day. March 
13. Digitalis a grain and a half twice a day. 
March 14. Digitalis a grain and a half daily. 
March 15. Omit digitalis. Magnesium sulphate 
one ounce daily. March 17. Digitalis a grain 
and a half daily. 

Orders, third admission. August 30, Karell 
diet. Digifolin six grains intramuscularly at 
noon and 3 p. m. Digifolin three grains at 11 
p.m. and 3 a.m. Morphia 1/6 grain with 
atropin 1/100 of a grain, later morphia one- 
sixth of a grain. August 31. Magnesium su!- 
phate two ounces. Morphia one-sixth grain s.¢. 
Caffein twenty grains s.c. Digifolin three grains 
intramuscularly. 


DIscussIon 
BY RICHARD C. CABOT, M.D. 
NOTES ON THE RECORD 


If the hemoptysis was of any considerable 
quantity we could account for the weakness and 
vertigo. 

He went to-Work on the morning of admission. 

This is a very interesting history, because 
there is everything in it, in the way it is told 
and in the way it has come, to make us think 
the fumes caused his illness. Yet on the whole 
I am convinced they did not. That is, the kind 
of symptoms he has, the tremendous suddenness 
with which they came, seem to me rather more 
like pneumonia or some other acute infection. 

I should think that up to the moment of his 
fatal illness we have nothing to guide us. It is 
true he had chorea, but he went through the 
army and quite possibly had a decent examina- 
tion and certainly did his work, which he could 


not have done if he had had serious heart 
trouble. 
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NOTES ON THE PHYSICAL EXAMINATION 


These glands were probably of no importance. 

The heart measurements in the first X-ray are 
all perfectly normal. 

In view of the cardiac facts we have every 
reason to think there is a rheumatic lesion here, 
very possibly dating back to his old chorea, very 
possibly lighting up again now with an acute 
endocarditis implanted on the old one. It does 
not seem as if he had much aortic lesion, owing 
to the small pulse pressure and the absence of 
any considerable enlargement of the heart, 
which absence would be all right with mitral 
disease. So thus far my diagnosis is mitral sten- 
osis, very possibly with subacute endocarditis. 

The urine points to normal kidneys. 

The blood shows a definite secondary anemia 
and leucocytosis. It might have been due to 
acute infection, but the anemia itself is more 
likely to be due to something which has been 
going on for more than twenty-four hours. It 
is in very rare cases that we get even this 
amount of anemia, which is not extreme, within 
so short a period. 

All of these bacilli might perfectly well be 
present in the sputum without there being any 
pneumonia, and the blood might come from a 
pulmonary infaret in connection with his heart 
trouble. So I am not sure of any lung trouble, 
especially as the record says above that the lungs 
are normal. My guess is that that sputum is of 
no importance. 

The X-ray (Plate I) was evidently taken ai 
seven feet. From this plate alone I do not be- 
lieve they could have told a great deal about the 
lung markings, but this is the best we have to 
go on now. My guess is that the radiologists 
think this means passive congestion and does not 
mean tubereulosis. Of course with hemoptysis, 
even if the bacilli were not found, they would 
think of tuberculosis. 

Dr. RicHARDSON : 
long? 

Dr. Canor: Yes, but that merely means that 
the diaphragm is low. 

He shows pretty definite continued fever for 
over a week. In relation to this chill we are 
thinking of three things: (1) Can it be all due 
to the throat? (2) Can he have a pneumonia al- 
though it does not show in the X-ray? or (3) 
Can he have an acute endocarditis, which is so 
often accompanied by chills? 

I think we have to say he had a pneumonia. 
Whether that pneumonia originated possibly in 
an infaret thrown off from one of the heart valves 
I do not yet know. We shall have to judge by 
the later history. But I feel as if the whole 
thing, from the time he was dizzy and weak on 
the floor of his working room, was pneumonia. 
No, I do not think I can say the whole thing, 
because that does not account for his anemia. 


Is that heart shadow very 


Pneumonia could not cause anemia in twenty- 
four hours,—but pneumonia plus something, 
and that something may easily be subacute en- 
doecarditis, as we have good evidence of mitral 
stenosis. 

At the time of his second admission the heart 
border was practically where it was before. I 
do not think we can say there is any change. 
They are thinking of acute endocarditis and 
they do not find it. 

There was pleural friction where it was be- 
fore, possibly in connection with his old pneu- 
monia. 

It is hard in these records to realize how the 
time goes. We have been following from Feb- 
ruary to June, and now the history skips until 
two years later, when he came in with a sub- 
normal temperature. This is a four-day attack 
after an eighteen-months’ period of good health. 

**Mitral facies’’ generally means a combina- 
tion of pallor and cyanosis. 

It seems as if in February he had another in- 
faret in the old place. 

This is the first we have heard of the clubbed 
fingers. 

On March 12 the heart impulse for the first 
time is down in the sixth space. The heart has 
certainly grown. 

He probably now has ascites as he has not had 
before. 

The urine is about as before. The renal fune- 
tion is lower, although not too low for passive 
congestion. 

The blood is practically normal except for 
slight achromia. 

The right axis deviation corresponds to the 
inereased right ventricle. X-ray (Plate II) 
shows an increase in the transverse diameter of 
more than two centimeters over the last time. 

On the 15th his liver was down, as we should 
expect with so much ascites as he has. 

At the last entry he was in ertremis when he 
came here. This time we have a thrill at the apex 
which we have not had before. 

The blood pressure now is changed for the 
first time, the diastolic coming up. 

The orders are a good specimen of the way we 
treat cardiac disease here, successfully the first 
two times, unsuccessfully the third. 


DIFFERENTIAL DIAGNOSIS 


This is a long but characteristic history of a 
patient who at twenty-seven after a chorea has 
a mitral stenosis not treated, from which he 
suffered so little that he served in the army, 
comes to us for symptoms first attributed to an 
industrial poisoning, but as we suspected turn- 
ing out to be cardiac. The first time in the hos- 
pital he went through what looked like a pneu- 
monia, which I believe to have been due to a 
pulmonary infarct. He has had several other 


times signs that suggest pulmonary infarct,— 
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that is the spitting of blood and the signs in the 


lung. All through we have the evidence of mi- 


tral stenosis. and on the whole we never have 


definite evidence of anything else unless it is of 
acute endocarditis. The evidence of acute endo- 
varditis is not good. He never had a fever which 
could not be accounted for by something else, 
by his infaret, and the changes that went on in 
that, especially at the first entrance. At the end 
the presence of a2 thrill—if it appeared then and 
really was never there before—would suggest 
an acute process. But my guess is that it was 
there before. 

So I feel sure—as sure as we ever can in an 
exercise of this sort—about mitral stenosis. I 
am uneertain about an acute endocarditis on top 
of that. On the whole I should say probably 
not. He certainly had pulmonary infarctions 
which I think came from pieces of intracardiac 
clot, but not septic clot. As likely as not those 
were from a thrombus in the right auricular ap- 
pendix, which in a case lasting as long as this 
is very common. 

The lungs ought to show passive congestion 
and nothing else except the presence of infarcts, 
and the abdomen and kidneys the same. That 
is, it all comes down to this one little deformity 
on the mitral valve which is all that he has so 
far as 1 know. 

Dr. Holmes, this is apparently a heart case, 
and he had been spitting blood and there was 
some question of his lungs. We judge that the 
X-ray people interpreted this plate as passive 
congestion and not as tuberculosis. 

Dr. Houmes: Yes. That is very character- 
istic of a mitral heart. 

Dr. Casor: Dr. Richardson thought this was 
a very long heart, and I thought this was due 
to the position of the diaphragm. Was I right? 

Dr. Hotmes: I think that is the reason. A 
low diaphragm of course does bring out the 
whole shadow of the heart. This curve is very 
characteristic of the mitral heart, particularly 
of the predominating stenosis. 

The second is a much better plate. The other 
plate was taken particularly for the heart, and 
there was a good deal of motion in it. It showed 
the same shadow here that we saw before, con- 
siderably larger. This plate may not have been 
taken at seven feet, and part of the enlargement 
may have been due to magnification. But the 
changes in the lungs are rather more noticeable 
than in the previous plate. They are largely 
confined to the hilus and along the course of the 
vessels. 
which may represent a tuberculous infection at 
some time. I do not believe tuberculosis has 
anything to do with the symptoms, but IT should 
not be surprised if they found evidence of obso- 
lete tuberculosis, But most of this change is 
probably due to his eardiae condition. 

llere (Plate IT) is another plate taken at sev- 


There is a dull area at the periphery | 3 


en-foot distance, and this confirms the statement 
there was true enlargement and that it was not 
due to any fault in technique. Another point 
of a little interest in comparing this plate with 
the first is, we notice that in the first plate the 
region of the left auricle and the pulmonary 
artery is very prominent, whereas the right 
does not seem particularly large. But in this 
plate the inerease is also in the region of the 
right auricle. A good deal of this increase is 
probably due to dilatation of the heart, and this 
together with the progress of the disease ac- 
counts for the picture. 

Dr. Capot: I think this man might have 
lived much longer if he had not been so unfor- 
tunate in his industrial position. He did heavy, 
hard work, the sort of work a man never should 
do with such a heart. If he had been well-to-do 
I think he might have lived a good deal longer. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Rheumatie heart disease. 

Mitral insufficiency. 

Mitra] stenosis. 

Aortie insufficiency. 

Auricular fibrillation. 

Congestive myocardial insufficieney. 


DR. RICHARD C. CAROT’S DIAGNOSIS 


Chronie endoearditis. Mitral stenosis. 
Right auricular thrombus. 


Hypertrophy and dilatation of the heart. 
Infarets of the lungs. 
Chronie passive congestion. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 


Chronie endocarditis of the mitral, aortic and 
trieuspid valves. 


Secondary or terminal lesions 


Thrombi of the auricular appendices. 

Slight chronic adhesive pericarditis. 

Hypertrophy and dilatation of the heart. 

Thrombosis of a branch of the left pulmonary 
artery. 

Infarct of the lower lobe of the left lung. 

Chronie passive congestion. 

Il vdroperieardium. 

Hydrothorax. 

Ascites. 

Anasarea. 

Slight icterus. 


Historical landmarks 


Slight chronic pleuritis. 


Dr. Ricnarpson: Anatomically this is a 
typical picture. I will go briefly through it, 
but it is well to get the entire anatomical story. 
He was a well-enough developed white man, 
poorly nourished. We were not allowed to ex- 
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amine the head, but the face, lips, and ears were 
purplish. The skin generally was sallow, with a 
faint yellowish cast in places,—in other words 
slight icterus, which we find at times in heart 
cases. The legs and feet were swollen and 
pitted on pressure. The abdomen showed no 
definite distension ; the wall was negative. The 
neck veins were engorged. The fingers were 
clubbed. There was a small amount of subeu- 
taneous fat. The muscles were negative. 


The peritoneal cavity contained 1000 cubic 
centimeters of thin clear pale fluid. The ap- 
pendix was negative. The gastro-intestinal 
tract showed well marked chronic passive con- 
gestion, that is, red, velvety, thickened mucosa, 
oozing thin bloody fluid. The mesenteric and 
retroperitoneal glands were negative. The liver 
margin was well down, seven centimeters below 
the costal border. The diaphragm on the right 
was at the fifth interspace, on the left at the 
sixth, a little down. 

In each pleural cavity there was 750 cubic cen- 
timeters of thin brownish fairly clear fluid,— 
hydrothorax. Pleural adhesions were found on 
the right, a small band on the right lateral as- 
pect midway, and on the left a few at the 
apex and a few to the diaphragm. The trachea 
and bronchi contained much thin reddish frothy 
fluid, indicative of fluid in the lungs. The bron- 
chial glands were slightly enlarged, soft and 
juicy. There was no evidence of tuberculosis. 
The lung apices were negative, there were no 
areas of consolidation. The tissues showed well 
marked chronic passive congestion, and on the 
left side in the region of the lower lobe of the 
left lung there was a large infarct, and a branch 
of the pulmonary artery leading to this region 
was thrombosed, that is, the vessel was occluded 
by a grayish-red-brownish mass, which at places 
was adherent to the wall. So that the thrombus 
being established it could not have been very 
recent. It points of course to the heart. 

The pericardium contained 250 cubie centi- 
meters of clear fluid—slight hydropericardium, 
—and in the region of the upper part of the 
heart there were several small bands of fibrous 
adhesions,—a slight old adhesive pericarditis. 

The heart weighed 623 grams. That is much 
enlarged. The myocardium was thick, six milli- 
meters on the right. That connotes some trouble 
with the mitral valve or with the pulmonary 
valve. On the left it was fourteen millimeters. 
That indicates of course increase in thickness. 
On the left side, there was considerable dilata- 
tion, on the right marked dilatation. These dis- 
tended cavities contained a great amount of 
blood and blood elot. The wall of the left 
auricle showed considerable thickening. That 
must have labored too, and would indicate a 
mitral lesion. In the right aurieular appendix 
there were several small frank thrombotic 
masses, and in the left auricular appendix a 


small thrombotic mass. They were larger on 
the right. Now of course from one of those 
masses on the right side earlier in the history a 
bit passed into the lung artery and shut it off, 
and chronie passive congestion being present an 
infaret was set up. The pulmonary artery was 
otherwise negative, and no other infarcts were 
found. The coronaries were free and negative, 
and the aorta and great branches were nega- 
tive. The mitral valve was an irregular fibro- 
calcareous mass in the center of which there was 
a crevice two centimeters long and three milli- 
meters wide,—a fish-mouth mitral—marked 
stenosis of course, with thickening and shorten- 
ing of the chordae tendineae and all that goes 
with chronic endocarditis of the mitral valve. 
There was no definite evidence of acute endo- 
carditis. There was some calcareous roughen- 
ing but no acute endocarditis. 

The aortic valve measured five centimeters. 
The cusps showed a small amount of fibrous 
thickening,—in other words a moderate amount 
of chronic endocarditis. There was no 
evidence here of acute endocarditis. The tri- 
cuspid was nine centimeters. That is considera- 
bly decreased. Usnally in a heart of this size 
it would run up to fourteen centimeters. The 
curtain showed moderate fibrous thickening and 
deformity, with some shortening and thicken- 
ing of the chordae tendineae. So that we have 
marked stenosis of the mitral, and a moderate 
amount of chronic endocarditis of the aortic and 
tricuspid. The myocardium itself was of good 
consistence and color and microscopically neg- 
ative. 

The liver showed typical nutmeg markings. 
The gall-bladder, bile-ducts and pancreas were 
negative. The spleen was slightly enlarged, 
weighing 245 grams,—chronie passive conges- 
tion. The adrenals were negative. The kid- 
neys weighed 210 grams and showed chronic 
passive congestion. Although there was a 
thrombus in the left auricular appendix there 
were no infarcts in the spleen or kidneys. The 
prostate. seminal vesicles, testes and bladder 
were negative. 


Culture from the heart blood showed no 
growth. 

Dr. Canot: The only point of special inter- 
est to me is the symptoms of lung infarct at the 
onset, at the first entry. Here is a man who 
while at work suddenly becomes weak and dizzy 
and spits blood. I believe that was all due to 
one of these infarets which Dr. Richardson has 
shown the source of, and that we have to get 
used to the clinical picture of acute pulmonary 
infarct in a man feeling perfectly well up to 
that moment, its sudden onset, its prolongation 
of fever like a pneumonia, and complete re- 
covery. 
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CASE 12482 
A CASE OF CHRONIC ARTHRITIS OF 
THE HIP 
OrtHorepic DEPARTMENT 


An unmarried Nova Seotian woman of thirty- 
four entered for the first time January 11 com- 
plaining of pain and stiffness in the left hip. 


well. Three weeks before admission it was very 
painful. 

X-ray in the Out-Patient Department Decem- 
ber 29, two weeks before admission, showed the 
lower half of the pelvis on the left side smaller 
than the right, and the bones on this side more 
than normally radiant. The acetabulum was 
deep and its outline irregular. The head of the 
femur was also mottled and very irregular in 


. 
x 


Taken December 29, two weeks before admission. Shows the lower half of the pelvis on the left smaller than the right, 


and the bones on this side more than normally radiant. 


When she was eleven she hurt the hip in 
coasting, and was in bed a month. A year and 
a half later the hip began to be stiff and she 
limped. Later the hip became painful. At 
fourteen she was treated in a hospital by exten- 
sion, and later by extension walking splint for 
a vear, crutches, and cane. At eighteen she 
— without aid, but the hip was entirely 
stiff. 

For the next ten years she had no more trou- 
ble. Then the hip became painful again. She 
had osteopathic treatment for two years without 
benefit. She rested for a few months with im- 
provement. During the past three years she 
had been troubled at times with pain and weak- 
ness in the hip, but in general had done fairly 


The acetabulum is deep and its outline irregular. 
femur is also mottled and very irregular in outline. The joint space is slightly narrowed. 


The head of the 


outline. The joint space was slightly nar- 
rowed. 

Examination showed a well nourished woman 
with grayish hair and slightly pigmented skin. 
The blood pressure was 135/70. The examina- 
tion was negative except for the left hip, which 
was held in 30° flexion, 10° adduction, and 5° 
internal rotation. No motion was found. There 
was no apparent pain or discomfort during rest. 
Attempted motion caused pain and muscle 
spasm. There was a slight amount of atrophy 
of the left thigh and calf as compared with the 
right. The reflexes were normal. 

The chart before operation was normal. 

January 13 operation was done. It was fol- 
lowed by considerable hematoma in and under 
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the wound. The traction was removed January 
93, reapplied January 24, removed January 28, 
and reapplied February 1. February 10 a plas- 
ter spica was applied. All motion was painful. 
Slight serous drainage from three sinuses in the 
wound. 

Mareh 17 a second operation was done. The 
following day she was given 1800 eubie centi- 
meters of saline with one eubie centimeter of 
adrenalin subpectorally and 500 eubie centi- 
meters of saline with one cubie centimeters of 
adrenalin into the right arm the day of admis- 
sion, and 800 eubie centimeters of saline into the 
right arm the following day. March 19 370 
cubic centimeters of blood was transfused. The 
next day her general condition was greatly im- 
proved. On two occasions several ounces of 
serosanguineous fluid was expressed through a 
small sinus in the wound, A plaster spica was 
applied, including the foot. The leg could not 
be abducted beyond the neutral position. April 
6 moderate pain was still present in the left hip. 
April 11 she was discharged to a convalescent 
home wearing the plaster spica. There was still 
‘drainage from the wound. 

April 30 she was readmitted because dressings 
could not be done satisfactorily outside. 

Examination showed two draining sinuses, 
one just below the greater trochanter draining 
rather profusely, and one over the ilium below 
the anterior-superior spine. There was appar- 
ently some tenderness over the head of the left 
femur. 

The urine was not remarkable. Four sedi- 
ment examinations from eatheterized specimens 
showed casts; no leucocytes or red cells. The 
hemoglobin was 60 to 80 per cent., the red count 
3,800,000 to 3,200,000. 

X-rays May 4 and August 2 showed the 
changes incident to the operations. 

Before the first operation the temperature 
was 97° to 102°, with daily evening rise, the 
pulse 80 to 134, the respiration 18 to 32. 

There was found to be a pyocyaneus infec- 
tion in the wound, with copious drainage. A 
full length posterior shell was applied May 18. 
After its applieation the patient was very com- 
fortable. Six transfusions of 350 to 400 eubie 
centimeters of unmodified blood were done from 
May 30 to August 8 with no reaction. July 8 
she was started on a schedule for heliotherapy. 
July 15 the sinus on the internal aspect of the 
thigh was opened. A considerable amount of 
pus was discharged. The drainage from the old 
sintises became less, but there was marked drain- 
age from a new sinus on the medial aspect of the 
thigh under the adductor muscles. July 28 a 
new spiea was made. The wound was dressed 
twice daily. Pressure sores developed over the 
left anterior-superior spine and the sacrum. 

August 17 a third operation was done. The 
patient was in satisfactory condition during the 


next week. Gas dressings were done every two 

days. August 29 there was slight pocketing in 
the sinus on the under side of the femur. By 

September 2 this sinus was the only one with 
extensive drainage. It was scrubbed with soap 
and peroxide, and Dakin’s tubes inserted. Sep- 
tember 5 400 cubic centimeters of blood was 
transfused. By September 19 the upper por- 
tion of the wound was clean, and there was less 
drainage from under the femoral neck. Sep- 
tember 20 a plaster spica with two reenforced 
steel arches across the hip to allow for dressings 
was applied. It did not fit, and October 2 was 
replaced by a better one. 

: October 4 the temperature rose to 102° and 
the patient had malaise, with no apparent cause, 
October 6 the temperature was down. She made 
continuous improvement after this. October 15 
she was discharged. 


Discussion 
BY NATHANIEL ALLISON, M.D. 


‘For the next ten years she had no more 
trouble.’’ By that it means that she was able 
to do housework. She was a domestic servant. 
She felt quite well and was able to hold a job. 

On entrance to the Massachusetts General 
Hospital she looked perhaps a little old for her 
years, due perhaps to the fact that she had 
worked hard. Her hip was not stiff, but seemed 
to have a give to it. No definite motion could be 
made out however. When she was quiet she had 
no pain, but when she tried to move her hip she 
complained. 


As far as the X-ray goes all you can say about 
is that it shows evidence of an arthritis in the 
hip, not characteristic of any particular type of 
arthritis and not particularly characteristic of 
the main type of arthritis which you might sus- 
pect this case to have. The bone shows some 
atrophy. There is thinning of the cortex of the 
femur and the shadow is not so dense as on the 
normal side; that is, the hip is more permeable 
to the X-ray light, indicating only bone atrophy 
which you will discover in any unused bone. 
Her position made her lie a little bit crooked on 
the table, but it is a fairly flat X-ray. I should 
say looking at that X-ray that it shows an arth- 
ritis of the hip and a rather long period of non- 
use, extending back through the years, so that 
her left side is perhaps a little less developed 
than her right. We had only that for definite 
data—a history of a hip which had shown dis- 
turbance for a long period of time, and an 
X-ray showing arthritis of the hip. 
| The operation was done with the idea of fix- 
ing her hip so that it would not allow any de- 
gree of painful motion, hoping thereby to get 
her back to her work as domestic servant with 
as little period of disability as possible. All 
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went badly from that time on. Her hip became 
a large abscess discharging through sinuses, 
which became infected, and her subsequent his- 
tory shows that she at one time reached a very 
low point. Other operations had to be done to 
drain her hip, and the upshot was that she was 
in the hospital practically for a year and was 
tinally discharged to one of the state institutions 
ror the eare of chronic infections. That is about 
the whole story. 


Dr. Ricnarp C. Casor: What was the diag- 


nosis? 
Dr. Atuison: Tuberculosis of the hip. 
Dr. Casor: Isn't that a queer history for 


tubereulosis of the hip? Do such eases often 
have ten year remissions? 

Dr. Atuison: The diagnosis was proved by 
tissue examination from the hip and guinea pig 
tests. I might say that at the time of the first 
wperation there was considerable doubt that she 
had a tuberculous hip. It might well have been 
some form of chronic arthritis, non-tuberculous 
in type, and the radiogram is rather character- 
istic, if X-rays ore characteristic, of a non-tuber- 
eulous lesion rather than a tuberculous lesion. 
‘But it turned out to be pure tuberculosis of the 
hip joint existing from the time of her first ill- 
ness, going back perhaps to the trauma of the 
eoasting accident which she mentions, with pe- 
riods of activity and periods of quiescence, never 
getting the upper hand of her activity, so that 
she was always more or less well unti! it was 
surgically interfered with. 

Dr. Canor: Why was the operation done? 

Dr. ALuison: It was done to fuse her hip, to 
establish ankylosis there. But it did not fuse. 
It became actively tubertulous, with a large tu 
erculous abscess and multiple infection, as 
shown by the subsequent history. 

Dr. Canot: What is the lesson to be drawn 
from it? 

Dr. Atiuison: The lesson to be drawn from 
this case is that this woman had tuberculosis. 
She has gone now to an institution for helio- 
therapy which the State has established at Lake- 
ville. If we had sent her there in the first place 
without interference at the hip she might be 
much better off than she is at the present time. 
On this point discussion may easily arise. Here 
is a woman who was apparently in good health, 
who had a hip which was painful beeause it al. 
lowed a slight give. If we eould have estab- 
lished by surgery an ankylosis, she would have 
been well much quicker. But in this instance 
tuberculosis of the bone became active, result. 
ing in abseess and multiple infection, 

Dr. Canor: Can yon tell from this when to 
interfere and when not in the future ? 

Dr. ALuision: No. It seemed that this wom- 
an was a perfectly good surgical risk. Put the 
local surgical treatment of bone tuberculosis 
may start the fire going rather than otherwise. 


Of course back of that is the resistance of the 
patient. She seems to have resisted the disease 
for six years quite well, so much so that we were 
rather in doubt as to its being a tuberculous hip. 
But we found it to be so, both by laboratory 
tests and by the subsequent history. 


Dr. Canor: If you had been sure would you 
have operated just the same? 


Dr. Atutson: I think so, because of the 
time element. 


A Purystctan: Was it all in the hip? You 
found no sign in the lung? 

Dr. Atutson: It was localized in her hip. 
She perhaps at one time had tuberculous in- 
volvement somewhere else, but it was localized 
in her hip. 

A Prsictan: Do you think she might get it 
in the lungs? 

Dr. Auision: T doubt it very much. I see 
no reason why she should fear having tubereu- 
losis in the lungs. Do you, Dr. Cabot? 

Dr. Canor: I do not know much about the 
history of these cases in relation to the lungs. 

Dr. Atiison: I think she would be much” 
more apt to have meningitis and general miliary 
tuberculosis than lung trouble. 

A Puysictan: When do you advise surgical 
interference of cases of tuberculous hip? 

Dr. Atuison: Certainly not in a person whose 
resistance is not strong. We have no definite 
means of testing that except from general ap- 
pearance and the manner in which they with- 
stand the disease. Certainly not in growing in- 
dividuals where it is possible-—and it should be 
possible,—to have other forms of treatment. 
Certainly not in people who have multiple in- 
fection, that is who have had abscesses with 
sinuses and staphylococeus aureus or any other 
type of pyogenic infection. It must be weighed 
as to the necessity for doing it for the individ- 
ual patient. This woman seemed to us to be the 
type of patient who ealled for surgical assist- 
ance, because she was dependent entirely upon 
herself. She was thirty-four years of age and 
had no resources enabling her to live for years 
at sanatoria in order to get over tuberculosis. 
Her resistance seemed to be good. We thought 
she was the type of patient we might aid by 
surgically interfering with the hip. These 
things need not be done perhaps, if the patient 
ean have rest, good food, fresh air and lots of 
sunshine, until their resistance has reached a 
high point. 

Dr. Are orthopedic surgeons in- 
clined to operate less than they were on hip dis- 
ease, or more? 

Dr. Atuison: I think less. 

Dr. Casor: Is the disease itself diminishing 
in this part of the world? 

Dr. Atuison: I think it is very much less 
severe than it was. I suppose if the statistics 
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cou | be taken we would find that there are few- 
er «ses than there were twenty years ago. 

_A Pnystctan: Do you have many such 
fast. 

De. Atiuison: We see a good many in this 
hos»tal. We probably see between thirty-five 
and ‘ifty adult cases in a year. 

A Pnrystcran: Tuberculous hip disease? 

De. Atuison: We have to suspect that very 
strongly. It must be thought of in all these 
chronic infections, because it is probably the 
cause in sixty per cent, of them. 

A Puysictan: Is it possible that a primary 
focus that began in the lungs could give rise to 
such a thing as tuberculous hip? 

Dr. Carnor: Is the ordinary idea that this 
comes from a respiratory infection or from 
something lower down, Dr. Allison? 

Dr. Auuison: I think it .very rarely comes 
from pulmonary tuberculosis. In this individ- 
ual patient the disease began when she was elev- 
en vears of age, a common time for the onset of 
bone tuberculosis, between six and fifteen. The 
primary foeus is probably never in the lungs. 
It is in the lvmphatie glands. Either the cer- 
vieal, mesenteric or bronchial glands become 
tuberculous, and I suppose this happens to a 
great many people who never have bone or joint 
tuberculosis at all. The lungs are involved per- 
haps in the same way. 

Dr. Cazor: Dr. Richardson, is there any- 
thing to say from the pathological point of view 
in answer to this? What are the usual associa- 
tions of tubereulous hip? 

Dr. Oscar RicHarpson: I should think the 
primary tuberculosis would be more apt to be 
below the diaphragm than above it, and in back 
of that I have always felt that the glands are 
the avenue of entrance. 

Dr. Casor: So that abdominal glands would 
he about as near it as we can get. 


DIAGNOSIS 

Tubereulous hip. 
CASE 12483 

HEMATURIA OF UNUSUAL CAUSE 


Uro.ogicat DEPARTMENT 


An American restaurant keeper thirty-two 
years old entered for the first time January 7 
conplaining of hematuria. 

ten years before admission, following a 
gonorrheal infection and cloudy urine, he had 
froqueney, dysuria, urgeney and pain in the 
region. His symptoms persisted, 


tl ough they were not severe enough to trouble 
hin mueh until six years before admission, 
Wien he had so much blood and pus in the urine 
that at the age of twenty-seven he was rated at 


forty-seven by a life insurance company. Since 
this time he had had periods of a few days to 
ten days about once a month when he urinated 
every hour day and night and had burning miec- 
turition, cloudy urine and pain in the region of 
the prostate with perineal tenderness, relieved 
by the passage of cloudy urine. For the past 
two years the pain had become more extensively 
distributed, starting in the region of the pros- 
tate and sometimes extending into either lower 
quadrant or into the bladder region; at times 
also to one or the other kidney region. It was 
moderately intense, rather constant, relieved 
somewhat by a hot water bottle and at times by 
micturition, particularly if the urine was bloody 
or cloudy. During this period he had also had 
chills and fever during some of the attacks. 
During the intervals between attacks he had 
only moderate frequency and dysuria. During 
the attacks of the past year or two he had had 
marked hematuria lasting for days. He often 
passed clots. A year before admission he had 
acute retention requiring catheterization. On 
all other occasions he had been able to start the 
stream. There was often some urgency. Dur- 
ing the last attack, which lasted ten days, end- 
ing a few days before admission, he had much 
pain in the prostatie region, the right lower 
quadrant and the bladder region. He urinated 
every twenty minutes day and night and had 
constant hematuria, ‘‘pure blood,’’ and much 
urgency. When the bladder was full the perin- 
eal pain and urgeney increased; there was 
usually some relief after micturition. 

The family history is unimportant. The pa- 
tient had tonsillitis fifteen years before admis- 
sion, chickenpox recently and an operation for 
right serotal hernia two years before admission. 

Reeords of the Consultation Clinie the Oeto- 
ber before admission showed a cystoscopy at 
which marked eystitis was found with much 
muecopus and with ulcerations and red patches. 
The left ridge was red, the orifice open, not ul- 
cerated. The catheter went to the kidney with 
some hitch two-thirds of the way up. The right 
orifice and ridge were much more inflamed than 
the left, somewhat edematous, with much muco- 
pus. All eatheters stopped one centimeter up 
from the orifice. Jets were seen from the orifice. 
The obstruction was believed to be due prob- 
ably to an inflammatory angulation. The flow 
from the left was free but bloody. The urine 
from the left kidney showed streptococci and a 
few diplobacilli. The bladder urine showed 
many pus cells with many diplobacilli. A 
guinea pig was inoculated with bladder urine. 
Its necropsy in December was negative. A 
pyelogram was done. 

Physical examination in the wards showed a 
rather muscular, well nourished, tired looking 
man. There was aene over the back. The chest 
showed sears. The abdomen showed the sear of 
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operation for the right scrotal hernia. There 
was right spermatocele. Rectal examination 
showed the prostate soft, boggy, the right side 
half as large again as the left. There was ques- 
tionable palpable right vesicle. The prostate 
was massaged rather strenuously, but no secre- 
tion was obtained. 

The amount of urine was 37 to 80 ounces. 
The urine was cloudy at one of four examina- 
tions, bloody at one, the day after cystoscopy, 
specific gravity 1.012 to 1.018. The sediment 
was loaded with leucocytes and red blood cells at 
the first examination, bloody the day after 
eystoscopy, showed pus and leucoeytes at the 
other two examinations. The blood is not re- 
corded. The non-protein nitrogen was 29 milli- 
grams. Renal function, appearance time seven 
minutes, in two hours 45 per cent. 

X-ray showed a well defined kidney shadow 
on each side in the usual position, normal in 
size. No shadow simulating calculi present. 

The temperature was 97° to 99.2°, the pulse 
61 to 95, the respiration normal. 

January 13 eystosecopy was done. The day 
after the cystoscopy the patient was up and 
about feeling very well. 

January 18 another eystoseopy was done. 
The bleeding was more profuse than at the pre- 
vious cystoscopy. By the following day the 
bleeding had nearly stopped. January 21 the 
patient was discharged. 

After leaving the hospital he was better than 
he had been for a long time. He was able to 
hold his urine for three hours at a time. Three 
weeks after his discharge he eaught cold. At 
the same time severe pain developed in the left 
lower quadrant radiating to the left testicle and 
the lower back. He had frequency every fifteen 
minutes day and night. The urine was cloudy. 
Two days later he had gross hematuria for sev- 
eral days and also developed dull pain in the 
left costovertebral angle. This pain lasted for 
two weeks, during most of which time he was in 
bed with burning micturition. For the week 
preceding his second admission, February 23, 
he had been feeling very well except for a slight 
head cold. 

Examination in the wards February 23 
showed a healthy looking young man. The left 
border of the heart was found by palpation and 
percussion two centimeters outside the nipple 
and the midelavicular line. There was a soft 
systolic murmur at the apex. The blood pres- 
sure was 108/58. The pupils were irregular, 
otherwise normal. The knee-jerks were absent. 
Rectal examination showed the prostate some- 
what enlarged and boggy. The vesicles were 
not felt. 

February 25 cystoscopy was done. 


February 26 operation was done. The pa- 


tient made a good recovery from the operation. 


Two days later he complained of a great deal of 


pain in the posterior urethra and bladder. The 
drain was removed. March 2 the stitches were 
removed. The wound looked in good condition. 
March 7 he was bleeding a good deal and passed 
many clots. The catheter was difficult to keep 
open. He had considerable pain and strained a 
great deal to pass water. The wound was clean 
and healing well. 

March 10 a cystoscopy was done under gas- 
oxygen. After the cystoscopy 500 ecubie centi- 
meters of blood was transfused. March 14 the 
blood examination showed 5,050,000 reds with 
slight variation in size, shape and staining. The 
red cells seemed generally large. There was no 
achromia. The hemoglobin was 75 per cent. 
The leucocytes looked normal and were normal 
or increased in numbers. The polynuclears 
were 91 per cent. The bleeding time was 21%4 
minutes, the coagulation time 5 to 1814 minutes, 
with calcium chloride 28 minutes, non-protein 
nitrogen 170 milligrams, blood sugar 140 milli- 
grams per 100 cubie centimeters. 

March 15 the patient died. 


Discussion 
BY J. DELLINGER BARNEY, M.D. 
NOTES ON THE HISTORY | 


‘*Ten years before admission, following a 
gonorrheal infection and cloudy urine, he had 
frequency, dysuria, urgeney and pain in the 
prostatie region.’’ That would be associated in 
my mind with an acute infection of his prostate 
with gonorrhea, although it may be due to other 
causes. It may have been the onset of renal 
tuberculosis, which we often see associated with 
gonorrhea and which escapes attention for a 
long time. It may have been the acute or chron- 
ie infection of a diverticulum of the bladder 
which had been quiescent for years and which 
was lighted up by the acute gonorrheal infee- 
tion. It may have been that he had a caleulus 
in his bladder which caused more or less infee- 
tion in itself, with additional infection by his 
gonorrhea. There are various possibilities. 

‘*Pain in the region of the prostate with per- 
ineal tenderness.’’ This would bear out the re- 
marks | made about the infeetion in the pros- 
tate, which may cause pain in the areas indi- 
cated. 

**The pain was relieved by micturition.’’ I 
take that to mean that when the bladder was 
full it would produce pressure upon the pros- 
tate, which was acutely inflamed, or upon a di- 
verticulum, which was also acutely inflamed, 
and the emptying of the bladder would produce 
the relief of which it speaks. 

I think persistent marked hematuria with the 
passage of clots would suggest the possibility of 
a new growth of the bladder. It may also be 
still the infection of his prostate. It may also 
be the infection of a diverticulum. 


| 


Volum 195 
Number 23 


CABOT CASE RECORDS 


1081 


Acute retention in a man of thirty-two is un- 
usual. This may favor the diagnosis of diverti- 
eulun of the bladder, which is a frequent source 
of retention at that age. It may mean simply 
the edema and congestion and increased size of 
his prostate from his infection which had pro- 
duced it. It may be due possibly to a stricture 
of the urethra, but from what follows I do not 
think he has such a condition. It may be due 
possibly to a spinal cord lesion from the central 
nervous system syphilis, and as it says later that 
his knee-jerks were absent one must consider it. 
But it would be unusual with a central nervous 
system syphilis to have such a marked array of 
bladder symptoms. 

His symptoms increased, and I do not think 
any more can be said about them than has al- 
ready been said. 

The family history shows nothing of any par- 
ticular bearing on this case. 

The whole picture is that of tuberculosis of 
the bladder or of a severe infection of the blad- 
der. The tuberculosis idea is favored very 
much by this diffieulty in eatheterizing the 
ureters, which may be due to angulation, and 
may well be due to stricture of the ureters, 
which is very common with tuberculosis as 
well as other conditions. 

The bloody urine may be due to the trauma 
of catheterization. We often get bloody urine 
from an entirely negative bladder. 

‘*The urine from the left kidney showed strep- 
tocci and a few diplobacilli.’’ That may or may 
not be of importance. I should like to know the 
conditions under which that culture was made. 
If these bacteria were really in the urine I do not 
think he has tuberculosis of the kidney, because 
tuberele bacilli do not live in great harmony 
with other organisms. We usually get a sterile 
culture from the urine. 

‘‘The bladder urine showed many pus cells 
with many diplobacilli.’’ This is to be expected 
in the conditions deseribed. 

The faet that the guinea pig test was nega- 
tive does not rule out tubereulosis. Some years 
azo I investigated the guinea pig records and 
discovered that there was an error of one-half 
to one per cent. in the guinea pig. I think if the 
records were looked up now we should find a 
greater percentage of error. The guinea pig is 
repeatedly negative. I cannot explain it except 
on the ground of faulty technique. Also the 
ureter at that particular moment may have a 
Stricture which closes down and prevents tuber- 
cle bacilli from coming through, and also small 
calices in the kidney may be closed at that par- 
ticular moment. There are many things to be 
taken into consideration. 


PYELOGRAM OCTOBER 29 


Showed dilatation and blunting of the left 
kidney pelvis. There was anatomical variation 


of the left kidney with double pelvis and ureter, 
also apparently a pathological process with 
dilatation of the ureter and kidney. The right 
kidney shadow was not remarkable. The left 
kidney shadow was obscured by gas. 


Furtuer Discussion 


Here is the plate, which shows the left kidney 
injected, and you see a curious condition of af- 
fairs. Here you see a markedly dilated ureter 
coming from its orifice in the bladder upward, 
losing itself more or less against the sacroiliac 
joint, but still faintly seen and apparently very 
much dilated and tortuous. Here it goes vaguely 
along over the lumbar vertebrae. It is double 
all the way and dilated all the way, ending in a 
little bit of a rudimentary pelvis here and an- 
other in which I can just make out one or two 
ealices here. There is a very good example of a 
bifid ureter which duplicates I should say down 
over the pelvic brim and ends in two renal pel- 
ves. They are both pathological in that they are 
small and in that the calices of certainly the low- 
er one and to a certain extent the upper one are 
very much dilated. The ureters are very mark- 
edly tortuous and dilated. 


NOTES ON THE PHYSICAL EXAMINATION 


Ile may be well nourished and yet have a 
badly infected kidney, a badly infected bladder, 
tuberculosis of the kidney,—all manner of 
things may be wrong with his genito-urinary 
tract without showing in his general condition. 
It may go on for a long time. It is surprising 
how extensively diseased these men are when 
they come to us, and yet they look very well. 

That examination would certainly suggest 
the possibility of a prostatic abscess, or of tu- 
bereulosis of the prostate, or possibly of stone 
in the prostate, of which no mention is made. 

The urine shows the specific gravity a little 
low, which we often see with tubereulons condi- 
tions, but it is not pathognomonie in any way. 

The non-protein nitrogen is low. ‘That would 
in a way be compatible with the findings in that 
bad kidney. I have seen it. It shows that at 
least one kidney is doing its work. 


The appearance time is a little low, but not 
abnormal. 


CYSTOSCOPY, JANUARY 13 


A number six catheter passed up the ureteral 
orifice. It fitted snugly. Through the operat- 
ing eystoscope scissors were inserted and the 
left orifice was split upward as far as possible. 
Further attempts were given up on account of 
profuse bleeding. The object of this cystoscopy 
was to enlarge the orifice and give ample drain- 
age to the double ureters and kidney pelvis 
which had been seen above it. 
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blunting of the left 
PLATE 1. October 29, two months before the first admission to the wards. Shows dilatation and 

kidney pelvis. There is anatomical variation of the left kidney with double pelvis and ureter, also apparently a pathological 
process with dilatation of the ureter and kidney. 
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PLATE Il. February 25, second admission. The opaque catheter on the right doubled up, turning a complete circle 
on itself in the ureter just above the sacro-iliac joint. orrhe ureter is much dilated. The right kidney shows a double pelvis. 
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The surgeon apparently believed that by split- 
ting the orifice and laying it open rather wide 
better drainage would be given to this infection, 
at least to this double ureter and abnormal kid- 
ney. The orifice may not be abnormally small 
for a normal vreter, but for this tremendous 
hydro-ureter it had afforded definite resistance. 


CYSTOSCOPY, JANUARY 18 


The split made at the previous operation lay 
open, forming a crater one centimeter in diame- 
ter. In the bottom of this could be seen the 
ureteral opening, which appeared somewhat 
larger than normal. Scissors were inserted into 
this opening and the incision carried upward as 
far as possible. 


FurtTHER Discussion 


That sounds very fine, but it is very hard to 
cut the orifice of the ureter with scissors. Of 
course we have scissors and we eut with them, 
but it is very hard to make a cut that stays open 
with any scissors. It has a tendency to shut 
down again, but the part we want to cut is be- 
yond the reach of the scissors. It is probable 
that we shall be able to improve the scissors, but 
such is not the ease at present. 


The patient felt better after this and was dis- 
charged. Probably this incision of the orifice 
had given better drainage to that kidney and 
improved matters. 

The fact that he felt better after leaving the 
hospital and was able to hold his urine better 
was perhaps due to better drainage, less infee- 
tion in the kidney, and therefore less bladder 
disturbance. 


The symptoms reported in the interval his- 
tory may be accounted for by an exacerbation 
of the infection in his left kidney and bladder. 


The heart is perhaps a little enlarged. 

The blood pressure is rather low for a man of 
his years. 

Absent knee-jerks may or may not be due to 
cerebrospinal syphilis. 

The enlarged prostate would indicate infeec- 


tion to the extent of abscess formation or simply 
a general infection. 


CYSTOSCOPY, FEBRUARY 25 


It was impossible to wash the bladder clean, 
so a Bigelow evacuator was introduced and af- 
ter considerable irrigation and evacuation of a 
large amount of clot the bladder was practically 
free of blood. There was enough however cling- 
ing to the orifice of the right ureter to prevent 
the ureter from being seen or catheterized. At 


the time of observation however no bleeding was 
seen. 


PYELOGRAM, FEBRUARY 25 


X-ray showed a bifid ureter on the left. The 
point of bifureation was not visible. There was 
marked dilatation of both ureters, and tortuos- 
ity probably due to infection. The opaque 
catheter on the right doubled up on itself in the 
ureter just above the sacro-iliae joint. The tip 
of the catheter reached the level of the trans- 
verse process of the fifth lumbar. Following in- 
jection of the opaque solution the right ureter 
was markedly dilated. The pelvis was incom- 
pletely filled. 


FurtTHER Discussion 


These are the plates of the right side. There 
is the injection of the right kidney. It is a 
peculiar state of affairs. The catheter turned 
a complete circle on itself on its way to this pel- 
vis, so that it is apparently bifid on the right as 
well as the left. This one is very peculiar and 
hard to explain, except that it is a sort of Y divi- 
sion of the ureter at the pelvie junction, and it 
looks very much like a small rudimentary pelvis 
with some cupping of the calyx, and here a rudi- 
mentary but very much distended and dilated 
pelvis. So that what he has is a bifid ureter on 
his left side, a Y ureter, and a single ureter on 
his right side, with apparently a double pelvis 
on both sides and a megalo-ureter on both sides. 
Those conditions in themselves would be sus- 
ceptible to any infection which he might pick 
up, and having very poor drainage on both 
sides, large volumes of urine trying to pass 
through small openings would start up an in- 
fection and give plenty of reason to get cystitis 
and prostatitis from that. 

If I am not mistaken I did that cystoscopy 
myself. I remember it quite well. There was 
a dense clot sticking to the orifice which we 
could not poke away to introduce a catheter. 


PRE-OPERATIVE DIAGNOSIS 


LBifid ureter. 
Megalo-ureter. 


OPERATION 


Gas-ether. A good view was obtained on the 
right. A stream of urine apparently under 
great tension was seen coming from the right 
ureter. A curved director was put into the 
ureter on the right and the orifice divided for 
a considerable distance, so that a number 16 
bougie a boule could be passed into the orifice 
easily. The mucosa of the ureter was then 
sewed to the mucosa of the bladder at the apex 
of the incision with other sutures uniting the 
mucosa around the orifice. A number 20 bougie 
was found to pass easily up the left ureter. The 
bladder incision was closed in layers around a 
rubber tube. 
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FurtTHER Discussion 


The idea of that being to get this orifice en- 
tirely lined with mucosa, because if that was not 
dene it would eventually close down. 


cystoscopy, MARCH 10 


There was no particular pain or intolerance. 
The catheter passed easily to the right kidney 
after a normal flow of clear urine. 


FurtTHer Discussion 


I remember the case fairly well, and I have 
nothing in particular to add except that we 
were all puzzled by the fact that he had a 
megalo-ureter on each side with the bifidity as 
you have seen, and by the hematuria, which was 
apparently all due to a very intense infection 
due to the congenital defects which the X-ray 
showed. What we tried to do’ was to relieve him 
by affording better drainage to both kidneys. 
The question of doing some palliative thing on 
the left side with the ecystoscope came up. It 
was apparently suecessful. Perhaps it would 
have been better if the same operation could 
have been done on the right side through the 
eystoscope. It was believed that we could get a 
more complete drainage by dividing the right 
ureteral orifice with the knife and seeing the 
exact conditions. This was done. The patient 
went to pieces fairly rapidly after that, and as 
I remember it we thought he had a peritonitis. 
He was very ill. We could not definitely deter- 
mine the exact conditions, but his bladder was 
apparently so infected that hematuria came 
from the bladder, and I am not sure but that it 
came from the kidney as well. 

Dr. Casor: Do you think the gonorrhea 
started the whole thing? 

Dr. Barney: I think it is fair to assume that 
it did. It was an infection, and up to that time 
he may have been mildly infected, but the gon- 
orrheal infection added the last touch. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Bilateral double ureters. 

Bilateral pyonephrosis. 

Addison’s disease. 

Meatomy of the ureteral orifices through 
suprapubic incision. 


DR. J. DELLINGER BARNEY’S DIAGNOSIS 


Bifid ureter and megalo-ureter, left. 
Megalo-ureter, right. 

Bilateral double kidney, pelvis. 

Old gonorrheal infection. 

(‘ystitis, ureteritis and pyelitis. 


ANATOMICAL DIAGNOSIS 


Primary fatal lesion 
Ureteral anomaly. 


. 


Fibrinopurulent cystitis, ureteritis and pye- 
litis. 


2. Secondary or terminal lesions 


Albscesses of the kidneys. 
Iecterus. 


3. Historical landmarks 
Operation wounds. 


Dr. Oscar Ricuarpson: The conditions in 
this case were very much as Dr. Barney has 
called attention to. The examination was done 
through a very limited incision. There were a 
few small scattered patches of peritonitis, as 
well as could be made out. 

The adrenals were negative. 

The liver and what other organs we could 
touch or see were negative. 

The heart was rather small. 

That brings us to the kidneys, where the 
trouble was. They were of fair size, and showed 
small abscesses seattered over their surfaces. 
The cortex was 6 millimeters thick, and the kid- 
ney tissue was pretty good; but when we came 
to the pelves and the ureter we found a very 
distinct pathologie condition. On the left side 
there were two ureters; each had its own pelvis, 
one in the upper pole and one in the lower. 
They came down as separate ureters to a short 
distance above the bladder, where they joined 
and were continued as one ureter into the blad- 
der. On the right side there were two pelves, 
as on the left, and two ureters, but the ureters 
joined a short distance below the kidney and 
were continued as one ureter for the rest of the 
way down to the bladder. The ureters were 
very large, three centimeters in circumference, 
and contained much purulent material. There 
was marked purulent cystitis, ureteritis and pye- 
litis. In the region of the ureteral openings in 
the bladder there was some suture material to 
which Dr. Barney called your attention in the 
operation. 

Dr. Canot: Death was due to sepsis? 

Dr. Ricnarpson: Yes. 

New Concern IS ORDERED TO CEASE ADVERTISING 
REMOVER 

The Federal Trade Commission announced on Oc- 
tober 7 the issuance of an order requiring Maud B. 
Clough and W. H. Siebrecht, Jr., partners, trading 
under the tirm name and style of Siewin Company, 
of New York City, to “cease and desist” from certain 
business practices which, the commission says, it 
found to be unfair methods of competition. 

The commission states it found the Siewin Com- 
pany manufactures and sells by mail preparations 
designated “Siewin Hair Remover” and “Kilrute 
Lotion” and causes to be published “numerous state- 
ments and claims that the use of these products will 
destroy hair follicle or root and bring about the per- 
manent removal of superfluous hair”; whereas, the 
commission says, neither of the preparations will do 
the things claimed by respondents.—The U. 8. Daily. 
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THE TEACHING OF THE HISTORY OF 
MEDICINE 


THE announcement, recently made from Bal- 
timore, that Johns Hopkins University had been 
given $200,000 by the General Education Board 
to establish a chair in the History of Medicine 
at the Medical School, the first occupant of 
which was to be Professor William Welch, is an- 
other instance of what is so often the subject of 
comment viz: that a need, so perfectly obvious, 
has been so long in realization. Interest in 
medical history has been the hobby of the few 
until within quite recent times. Medical Ilis- 
tory Clubs or Societies have attracted the in- 
terest of small groups of men in various large 
centers for sometime and a few publications in 
magazine form, both abroad and in this coun- 
try, have found their way to the shelves of cer- 
tain special libraries and into the hands of a 
few enthusiastic students. Ilere and there an 
author has had the courage to write a History 
or compile a text book dealing with the entire 
subject but no systematie effort has been made 
in our medical schools to provide the under- 
graduate with an historical setting for his work. 

The Johns Hopkins Hospital owed its Medi- 


| cal History Society largely to the incentive of 


the late Sir William Osler and it has always 
heen a very live organization. The present de- 
velopment at Baltimore may be regarded as one 
of the outgrowths of its influence and Boston 
also owes something to Sir William Osler in this 
respect for it was his biographer who was a 
leader in founding the Boston Medical History 
Club and another of his pupils who two years 
ago inaugurated at Tufts Medieal School a 
systematic attempt to teach the History of Medi- 
cine to fourth year students. This was brought 
about by the appointment on the Faculty of the 
Tufts College Medical School of Dr. Charles 
Fairbanks Painter to the position of Professor 
of the History of Medicine. We are not in- 
formed of any earlier professorship in this sub- 
ject in this country. Ilarvard there have 
been given for some time informal extra-mural 
exercises to selected groups of students. It is 
hard to conceive of anything more likely to add 
to the student’s interest in his subject than famil- 
iarity with the origins of the art and the devel- 
opment of the science of medicine. So in addi- 


‘| tion to this interest the future practitioner will 


be given an insight into that haze of supersti- 
tion and mysticism from which both physician 
and patient have been slowly emerging ali 
through the ages. 

From an understanding of the evolution of 
mankind’s ideas in respect to the causation of 
lisease many of the individual foibles of his pa- 
tients will appear in a clearer light to the young 
practitioner and certain difficulties which the 
medical profession experience in their attempts 
to promote measures, designed to advance pub- 
lic health interests against what seems to them 
an unreasoned lay opposition, may be more 
easily overcome because better understood. This 
move on the part of the Medical Schools there- 
fore should be heralded as a long step forward 
in providing that cultural background, so essen- 
tial for bringing out the best in the attitude of a 
physician toward his profession and in all the 
relations he sustains to his patients and to the 
publie at large. 


Che Massachusetts Medical Suciety 
THE ANNUAL DIRECTORY 


Very soon, immediately after the first of Jan- 
uary, the annual directory of the Massachusetts 
Medical Society will be distributed to the Fel- 
lows. At the present time the copy is in the 
hands of the printer and will be proof-read and 
brought up to date. Fellows should realize that 
the directory is constantly, not spasmodieally, 
trued up during the year from many sources; 
the twenty-six telephone directories and some of 
the local directories of cities and towns of the 
State are consulted with care in order to obtain 
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the latest office addresses of the 4336 Fellows. 
The names of the 87 new Fellows following the 
examinations of November 4, will be found in 
their appropriate places in both the alphabetiea! 
and loeal lists. The Society is growing all the 
time and at a regular rate of increase; it con- 
tains a larger percentage of the entire medical 
profession of the State every year. The names 
of the officers of the Society, of the District So- 
cieties and of the Sections, as well as those of 
the Council will be found in the front pages. 
If anyone is in doubt whether any physician in 
the State is a Fellow all he has to do is to con- 
sult the directory. There are few, if any, state 
medical societies that have such a carefully pre- 
pared annual directory just as there is no other 
state which has a weekly medical journal sent 
to its members. Let the direetory have an ever 
increasing general use, Keep it near at hand on 
your office table. 


ADVERTISING THE KOCH TREATMENT 


Tue New York State Department of Health 
finds oceasion to express condemnation of an 
advertisment of the Koch so-called cancer cure 
found in the Official Manual and Register of the 
New York Sanitary Officers’ Association. 

The title of this organization would lead some 
to infer that it is in some way connected with 
the State Department of Health and therefore 
would lead to the belief that the Koch treatment 
has standing with an official body. The reading 
advertisement. is ‘‘listed in the general table of 
contents with ethical scientific contributions,”’ 
the advertisment is given half page space. 

It would seem reasonable to suppose that the 
widest possible publicity should be given to the 
fact that this manual is not endorsed by the 
State Commissioner of Health and in order to 
carry this message the State Medical Society 
should have the faet set forth in the daily press. 
Koch will in all probability have copies of the 
manual for distribution and the effect will un- 
doubtedly be to lead cancer patients to apply 
for the Koch treatment. This can only be com- 
batted by wide publicity setting forth that this 
treatment has been condemned in the American 
Medical Association Journal and is not en- 
dorsed by the State Society. We hope that the 
State Society will assume the responsibility for 
this publicity. 


THE CONFERENCE OF SECRETARIES 
OF CONSTITUENT STATE MEDICAL 
SOCIETIES OF THE AMERICAN MEDT- 
CUAL ASSOCTATION 


OLLOWING the eustom of several preceding 
) ors the American Medical Association invited 
th Seeretaries of Constituent State Medical So- 
cicties to meet in Chicago, November 19, and 


20, 1926. The editors of the State Medical 
Journals were included in the invitation. 

The meeting was ealled to order about ten 
o’elock and Dr. W. G. Ricker, St. Johnsbury, 
Vermont, Secretary of the Vermont State So- 
ciety, was elected chairman of the meeting. 

Dr. Wendell C. Phillips, President of the 
American Medical Association, after referring 
to Medical ethies and applying an apt story to 
develop certain ideas with respect to ethies, went 
on to advocate Public Health education and in 
the elucidation of the problems involved pro- 
ceeded to lay the foundation for the central 
thought about which all papers and discussions 
of this session revolved, viz., Periodie Health 
Examinations. He felt concerned about the 
attitude of the medical profession because of its 
indifference with respeet to this all important 
movement and referred to the systematized ef- 
forts in progress in lay organizations which had 
progressed far beyond the custom among phy- 
sicians. Ile warned the assembly that if doctors 
will not take up this work lay organizations will 
carry it on and the profession will be disered- 
ited. 

Dr. D. S. Dougherty, Secretary, Medical So- 
ciety, State of New York, explained the plan of 
organ zation of the New York State Societv 
showing how it is designed to function in mat- 
ters of education, publie health laws, the pro- 
tection of its members and advancement of pub- 
lie opinion as it affects medicine and health. He 
felt that physicians cannot keep aloof from civ- 
i¢ problems and that the general attitude of the 
profession must change in order to meet present 
day eonditions. 


Dr. Morris Fishbein, Editor of the Journal of 
the Anierican Medical Association, gave an in- 
teresting account of his study of a compara- 
tively few medical societies as shown in the an- 
nual meetings. From this group he learned 
that a few were doing good work, had the meet- 
ings fairly well planned and are to be commend- 
ed, some were not so well thought of and some 
were open to definite criticism. His illustra- 
tions were apt and earried very definite ideas 
why some customs should be disearded and fu- 
ture programs worked out in order to arouse 
interest, impart instructions and weld the so- 
ciety into an effective working organization. He 
felt that exhibits should be restricted so far as 
possible to those approved by the American 
Medical Association, that publie meetings should 
deal with matters which come within the scope 
of publie understanding and be presented in 
non-technical language. So far as possible spe- 
cial subjects should be confined to meetings of 
specialists and the main purpose should be to 
make the program helpful to the rank and file. 

Ile condemned and ridiculed those papers 
which present boiled-over material read by 
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specialists after having been used in other meet- 
ings and these authors were characterized as 
barn stormers and the papers pot boilers de- 
signed for advertising purposes. He felt that 
well arranged clinies were of value and cited 
the last program of the Annual Meeting of the 
Wisconsin Medical Society as a model. He laid 
the blame for a poor meeting on a poor presi- 
dent and a poor secretary and argued that a 
man should not be elected simply because he is 
popular. He had seen presidents who knew 
nothing about parliamentary procedures. there- 
by getting a meeting into a slough of despond. 
Some have to be coached by the secretaries on 
every question coming up in debate. He felt 
that meetings should be well arranged in ad- 
vance but not so systematized and the machinery 
so well oiled that the ‘‘voice of one erying in 
the wilderness’’ would be stifled. He was quite 
sure that a majority of the members should not 
be made vice presidents and was also sure that 
annual banquets had changed for the better due 
to less liquor and more ladies. 

The address abounded in sound advice pre- 
sented in an effective way. When printed in 
full in the Journal of the American Medical 
Association we hope that all having to do with 
the management of Society Meetings will read 
it for they will then realize how far anything 
less than a verbatim report is an inadequate ac- 
count of what was said. 


The afternoon session was opened by Dr. 
Jabez N. Jackson, President elect of the Ameri- 
ean Medical Association. He emphasized the 
importance of the codperation and lovalty of the 
State Societies in the general management and 
success of the American Medical Association 
and the effectiveness of the State Society de- 
pends on the ability of the organization to se- 
cure attendance at meetings. In order to foeus 
attention the very best men and high grade 
papers must be drafted and he is convineed that 
intellect and ability is often found outside cities. 
The drawing quality of good clinies was an im- 
portant factor when material is available. 

He was not sure that the large banquet is en- 
joyed quite so much as smaller informal dinner 
groups composed of those who have common in- 
terests. He believed that the presence of ladies 
is a valuable adjunct to the social features. 

He suggested that in order to overcome the 
recognized inability of many physicians to 
speak to advantage in public meetings that a 
public speaking forum would be a_ valuable 
training school for doctors. This forum to be 
conducted by the medical society and the doe- 
tors ought to make addresses which would be 
eriticised in advance of delivery to lay 
audiences. 

In order to secure good society officers he sug- 
gested that the political custom of the primary 


might give members a better opportunity to se- 
lect representative persons. His address dem- 
onstrated his capacity to fill the important office 
to which he has been elected. 

Dr. D. E. Sullivan, Secretary of the New 
Hampshire Medical Society, presented cogent 
arguments for closer coéperation with other pro- 
fessions and the laity. He especially empha- 
sized the need for better understanding of the 
codrdinate responsibilities of those allied activi- 
ties which have to do with public health and the 
individual practice of the physician. 

His allusion to the nursing problem brought 
out interesting discussion of the difficulties which 
are so generally encountered in caring for the 
sick. He felt that every effort should be made 
to have the interests of the public and those 
needing medical care safeguarded and for this 
purpose there must be more codperation with 
the medical profession. 

Throughout the session of Saturday the pa- 
pers and discussions centered on Health Exam- 
inations although during the preceding day 
most of the speakers more or less definitely pre- 
sented individual opinions in favor of more gen- 
eral adoption of this practice. The paper or 
rather oration especially prominent in advocat- 
ing health examinations was delivered by Dr. 
Robert M. Schauffler, President, Kansas City 
Ilealth Association. He is a dynamic speaker 
well trained in the art of oratory and has de- 
veloped plans for stimulating interest in health 
¢xaminations and methods of putting these plans 
into operation. Like all medical advocates of 
this practice he believed that doctors must be 
inspired to do this work and must be taught the 
principles underlying the work and correct 
methods to be employed. His particular plan 
consists in having a county society as a central 
bureau to which the physicians will report ex- 
aminations and that the bureau will earry out 
all details relating to general propaganda and 
keeping individuals who have had examinations 
notified in advance as to the time for a repeti- 
tion. This does away with the objection which 
is often offered that physicians should not solicit 
business. He has worked out all details which 
are necessary to sell the idea and keep the prae- 
tice in operation. By this method the properly 
qualified practitioner will never need to worry 
about income for the business will prove to be 
remunerative. He and others felt that a doctor 
could in most localities double his income and 
add to his prestige through the recognition of 
his efforts in promoting health and preventing 
illness. 

In his address practical illustrations of ways 
and means abounded and the quotations of tell- 
ing literary passages added foree to his argu- 
ments. If his services can be secured for public 
meetings he will carry an effective message to 
all open-minded persons, and if doctors will 
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profit by his advice health examinations will be 
a regular feature of the day’s work. — 

Dr. Dodson who seems to have dedicated his 
life to Hygeia spoke effectively along the lines 
of previous speakers and of course urged more 
general endorsement of Hygeia. 

The secretaries of State Societies were asked 
to report on the progress of health examinations 
and a large proportion reported activity in 
plans for the more general adoption of such 

tice. 
s" addition te the interest aroused by the 
speakers the meeting was made especially enjoy- 
able by the presence of ex-presidents and the 
cordiality of the officers of the American Medi- 
eal Association who took great pains to make 
every delegate feel thoroughly at home. 

It was a pleasure to see Editor and General 
Manager Emeritus Dr. George H. Simmons who 
seems to have recovered his health. 


THIS WEEK’S ISSUE 
Contatns articles by the following authors: 


Marsn, Artrnur W., M.D. Harvard Medical 
School 1895, F.A.C.S., Visiting Surgeon, Wor- 
eester City Hospital and Worcester Hahnemann 
Hospital; Consulting Surgeon, Belmont Hos- 
pital (Worcester) for Contagious Diseases. His 
subject is ‘‘The Mortality Rate in Appendicitis 
—Is it on the Increase? Page 1059. Address: 
690 Main Street., Worcester, Mass. 

Crark, W. Irvine, A.B., M.D. Medical De- 
partment Columbia University, 1904; F.A.C.S. ; 
Consultant in Industrial Surgery, Memorial 
Hospital, Worcester, Mass.; Lecturer on Indus- 
trial Medicine, Harvard School of Public 
Health; Member New England Surgical So- 
ciety. His subject is ‘‘A Short Resume of Frae- 
ture Experiences at the Norton Company. 
Page 1064. Address: 53 West Street, Worces- 
ter, Mass. 


OVERHOLSER, Winrrep, A.B.; M.B.; M.D. 
Boston University School of Medicine 1916. Di- 
rector, Division for Examination of Prisoners. 
Massachusetts Department of Mental Diseases ; 
Assistant Professor of Psychiatry, Boston Uni- 
versity Sehool of Medicine; Secretary _and 
Treasurer, Massachusetts Psychiatry Society : 
Member New England Psychiatric and Ameri- 
ean Psychiatrie Societies. His subject is ‘‘The 
Psychiatrie Examination of Prisoners in Massa- 
chusetts.’”’ Page 1065. Address: Room 1018, 
1] Beacon Street, Boston, Mass. 


MISCELLANY 
MRS. ROGERS LEAVES MEDICAL 
SCHOOL $300,000 


Mrs. Evizasetn CiarK Roaers of Brookline, 
Mass., who was killed in a fall, bequeathed ap- 


proximately $300,000 to the medical school of 
Iiarvard University, according to attorneys 
here who drew up her will a few days before her 
death. Mrs. Rogers was a native of Niagara 
Falls, N. Y., the daughter of the late Dr. Gard- 
ner ©. Clark. 

One bequest of $75,000 to Harvard is in mem- 
ory of the parents of her husband, I. Lathrop 
Rogers, at one time principal of a boys’ school 
in New York. 

His parents were Charles E. and Martha 
Symmes Rogers, Brookline. 

The sum of $50,000 is left in trust to the 
Niagara Falls Memorial Hospital in memory of 
Mrs. Rogers’ father. 


THE CHRISTMAS SEAL SALE OF 1926 


Two thousand Christmas Seal Sale volunteers 
have already been enrolled for work in the ter- 
ritory of the Commonwealth between Williams- 
town and Nantucket. These men, women and 
children will all assist the Massachusetts Tuber- 
culosis League and its statewide affiliations in 
the forthcoming Christmas Seal Sale which will 
open on Thanksgiving Day. The list of volun- 
teer workers includes Mayors of cities, county 
commissioners, health officers, physicians, 
nurses, clubs, churches, auxiliaries, news edi- 
tors, teachers, business men and individuals in- 
terested in the fight being waged against tuber- 
culosis. 

Dr. Kendall Emerson, President of the State 
League, today issues a call to the people of Mass- 
achusetts to volunteer in the folding and enclos- 
ing of seals and the addressing of letters, as 
well as to take charge of Seal Sale booths 
wherever they may be established. Those inter- 
ested in the work are asked to apply at the 
offices of their local organizations, the list of 
which follows: 


Directory or LEAGUE AND AFFILIATED ORGANIZATIONS 
THE MASSACHUSETTS TUBERCULOSIS LEAGUE, INC. 


Headquarters: 1149 Little Building, Boston. 

Objects: To organize, coérdinate and unify the 
volunteer tuberculosis work in the Commonwealth. 
To support in every way possible the public health 
authorities. 

The League is-eupported by the sale of Christmas 
Seals and memberships. 

President—Kendall Emerson, M.D. 

Honorary President—Edward O. Otis, M.D. 

Vice-President—Frederick T. Lord, M.D. 

Honorary Vice-Presidents—George H. Bigelow. 
M.D., Vincent Y. Bowditch, M.D., William Cardinal 
O’Connell. 

Treasurer—Arthur Drinkwater. 

Assistant Treasurer—Romney Spring. 

Executive Committee—The Officers and Sydney W. 
Ashe, Walter P. Bowers, M.D., Parker M. Cort, M.D., 
Francis P. Denny, M.D., Roger I. Lee, M.D., Adam 8S. 
MacKnight, M.D. 

Executive Secretary—Frank Kiernan. 


AFFILIATED ORGANIZATIONS 
Barnstable County Public Health Association—Pres- 
ident, Mr. G. Webster Hallett, Osterville; Executive 
Secretary, Mr. Andrews Hallett, Pocasset. 
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Berkshire County Tuberculosis Association—Presi- 
dent, P. J. Sullivan, M.D., Dalton; Executive Secre- 
tary, Mrs. Gertrude E. Brown, R.N., Chamber of Com- 
merce, Pittsfield; Secretary, George P. Hunt, M.D., 
Pittsfield; Campaign Secretary, Miss Anne Fanning. 

Boston Tuberculosis Association—President, John 
B. Hawes, ?nd, M.D., 11 Marlborough Street, Boston; 
Executive s cretary, Miss Bernice W. Billings, R.N., 
554 Columbus Ave., Boston. 

Bristol County Public Health Association—Presi- 
dent, Mr. Charles H. Holmes, Acushnet; Executive 
Secretary, Miss Daisy M. Hanscom, R.N., Bristol 
County Court House, Taunton. 

Cambridge . Anti-Tuberculosis Association — Presi- 
dent, Hilbert F. Day, M.D., 45 Bay State Road, Bos- 
ton; Executive Secretary, Mrs. Mabel Greeley Smith, 
689 Massa husetts Avenue, Cambridge. 

Chelsea Women's Public Safety Committee—Presi- 
dent, Mrs. E. Frank Guild, 8 Crescent Avenue, Chel- 
sea; Secretary, Mrs. Timothy J. Burns, Jr., 43 Gar- 
land Street, Chelsea. 

Esser County Health Association—President, Olin 
S. Pettingill, M.D., Middleton; Field Secretary, Miss 
Cora L. Cooke, R.N., 286A Cabot Street, Beverly. 

Fall River Anti-Tuberculosis Society — President, 
John H. Lindsey, M.D., 151 Rock Street, Fall River; 
Executive Secretary, Miss Daisy M. Hanscom, R.N., 
14 Bank Street, Fall River. 

Franklin County Public Health Association—Presi- 
dent, John A. Mather, M.D., Federal Street, Green- 
field; Executive Secretary, Miss Elsie F. Smith, R.N., 
58 Federal Street, Greenfield. 

Hampden County Tuberculosis and Public Health 
Association — President, Parker M. Cort, M.D., 26 
Maple Street, Springfield; Executive Secretary, Mr. 
Frederic Edwards, 145 State Street, Springfield. 

Hampshire County Public Health Association — 
President, F. H. Smith, M.D., Hadley; Executive Sec- 
retary, Miss Dorothea Stewart, R.N., Memorial Hall, 
Northampton. 

Haverhill Tuberculosis Association—President, I. J. 
Clarke, M.D., 112 Emerson Street, Haverhill; Execu- 
tive Secretary, Miss Cecilia MeCarthy, 129 Kenoza 
Avenue, Haverhill. 

Holyoke Society for the Prevention of Tuberculosis 
—President, George D. Henderson, M.D., 312 Maple 
Street, Holyoke; Executive Secretary, Miss Grace A. 
Sullivan, Board of Health, Holyoke; Secretary, Miss 
Mary E. Lucey, Board of Health, Holyoke. 

Lawrence Tuberculosis League — President, Mrs. 
Frances B. Mowry, Lawrence; Executive Secretary, 
Miss Kate T. Fuller, 31 Jackson Street, Lawrence. 

Lowell Tuberculosis Council—President, Mr. Charles 
H. Hobson, 164 Holyrood Avenue, Lowell; Secretary, 
Miss Julia W. Stevens, 29 Pentucket Avenue, Lowell. 

Lynn Tuberculosis League—President, M. R. Dono- 
van, M.D., Board of Health, Lynn; Clerk, Mrs. Caro- 
lyn M. Engler, 12 Deer Cove, Lynn. 

Malden Anti-Tuberculosis Society—President, Mr. 
George L. Richards, 84 Linden Avenue, Malden; Ex- 
ecutive Secretary, Mrs. F. Anna Green, 51 Pierce 
Street, Malden. 

New Bedford Anti-Tuberculosis Association—Presi- 
dent, Mr. William B. Geoghegan, Municipal Building, 
New Bedford; Secretary, John M. Wise, M.D., Sassa- 
quin Sanatorium, New Bedford. 

Newburyport Anti-Tuberculosis Association—Presi- 
dent, Mrs. Allan R. Shepard, 233 High Street, New- 
buryport; Executive Secretary, Mrs. Willis J. Bick- 
ford, Jr., R.N., 2 Harris Street, Newburyport. 

Newton Welfare Bureau—President, Mr. Elliott Lb. 
Church, 30 Bennington Street, Newton; General Sec- 
retary, Miss Carolyn A. Butters, 12 Austin Street, 
Newtonville. 

Norfolk County Public Health Association—Presi- 
dent, Mrs. William B. Rogers, King Street, Cohasset; 
Executive Secretary, Miss M. Alice Gallagher, R.N., 
615 Little Building, Boston. 

Northern Worcester Public Health Association— 


President, Lewis Fish, M.D., 86. Day Street, Fitchburg: 
Executive Secretary, Miss Florence Bragdon, RN. 
5 Joslyn Place, Fitchburg. : 

Plymouth County Healih Association — President 
Mr. Frederic T. Bailey, North Scituate; Executive 
Secretary, Miss Anna J. Foley, R.N., 106 Main Street, 
Brockton. 

Salem Association for the Prevention of Tubercu- 
losis—President, Mr. Josiah H. Gifford, 5 St. Peter 
Street, Salem; Executive Secretary, Miss Edith J. 
Barker, R.N., 5 St. Peter Street, Salem. 

Southern Middlesex Health Association—President, 
Harold A. Gale, M.D., Winchester: Executive Secre- 
tary, Miss Mary C. Hoisington, R.N., 1015 Little 
Building, Boston. 

Southern Worcester County Health Association— 
President, Roy J. Ward, M.D., 9 Bellevue Avenue. 
Worcester; Acting Executive Secretary, Mrs. Esther 
E. Moore, 512 Chapin Building, 29 Pearl Street, 
Worcester. 

The Public Health Association of Southwestern 
Middlesex County—President, E. H. Ellis, M.D., Marl- 
borough; Executive Secretary, Mr. Paul R. Ladd, 214 
Concord Street, Framingham. 


SCHOOL TEACHERS ACT AS DOCTORS 
AND NURSES IN GUARDING HEALTH 
OF ABORIGINES OF ALASKA 


Tue Government’s duty to care for the health 

of the aboriginal races of Alaska is performed 
by the United States Bureau of Education 
through its Alaska Division. The task is a for- 
midable one because of the remoteness of most 
of the villages, the enormous distances between 
them, the meager means of communication, and 
the severity of the climate. 
' The 27,000 natives are seattered along thou- 
sands of miles of coast and on the great rivers, 
in villages ranging from 30 or 40 to 300 or 400 
persons. 

Hereditary diseases are much in evidence 
among all of the tribes. Tuberculosis in its vari- 
ous forms, pneumonia, and trachoma are most 
prevalent. Epidemics of smallpox, influenza, 
and measles have frequently taken their toll of 
hundreds of lives. 

For the medical relief of the natives the Bu- 
reau of Education employs eight physicians and 
29 nurses. It maintains small hospitals at six 
important centers of native population in south- 
ern, western, central, and northern Alaska, sep- 
arated from each other by many hundres of 
miles. 

In the villages the natives are encouraged to 
replace their huts by neat, well-built houses. As 
part of their duty, the teachers visit each house 
in the village to see that good hygienie condi- 
tions are maintained therein, to show mothers 
how to eare for and feed their infants, to dem- 
onstrate the proper ways of preparing food, to 
inculeate cleanliness and the necessity of venti- 
lation, and to insist upon the proper disposal of 
garbage. ‘‘How to Keep Well”’ ecards have been 
placed in every home. Pamphlets on the cause, 
prevention, and eare of tuberenlosis have been 
distributed. 

In the school rooms the publie towel and 
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drinking cup have been abolished and individual 

per ones substituted. Healthful exercises are 
frequent. Talks are given on tuberculosis, eye 
diseases, ventilation, and other subjects relat- 
ing to the prevention of disease. 

For the purpose of extending medical aid to 
smal! groups of natives scattered throughout the 
Yukon Valley, the Bureau of Education during 
the period of navigation during the past sum- 
mer operated a boat on the Yukon and Tanana 
Rivers fitted up as a floating hospital, having 
on board a physician, two nurses, two engineers, 
and a cook. In its eruise the boat covered ap- 
proximately 2,200 miles. More than 3,000 na- 
tives were examined and 500 treatments given. 

The Congressional appropriation for the sup- 
port of the Bureau’s medical work in Alaska for 
the current fiseal year is $150,000. 


THE NATIONAL LEPER HOME 


A rorat of 394 lepers have been hospitalized 
at the National Leper Home, maintained by the 
Public Health Service at Carville, La., since 
1921, 62 of this total having been admitted in 
the fiscal vear 1926, the United States Public 
Health Service announced on November 15, in a 
review of the acitvities of the home during the 
year ended June 30. 

Of the 62 admitted in the year, 25 absconded, 
13 of whom returned of their own volition for 
readmission. Three patients were paroled from 
the hospital, as no longer being a menace to 
public health, due to the fact that their leprosy 
infection had been arrested. 

Twenty-nine of the lepers died in the year. 
The mortality rate was 112 per 1,000, the re- 
view disclosed. This rate was declared to be 
slightly higher than normal, but was attributed 
partly to the fact that several lepers were ad- 
mitted in terminal stages, and died soon after 
admission. 

The review also recounted the results obtained 
through the use of chaulmoogra oil treatment for 
lepers, as a curative measure. It stated that, 
although ‘‘no speetaenlar results’? have been 
obtained through its use, ‘‘it appears that defi- 
nite improvement has followed in a sufficiently 
larve percentage of eases to encourage the 
tients in the eontinnation of the treatment.’’— 
The United States Daily. 


DR. CABOT FINDS NO CRIME CURE 


SPEAKING at the annual meeting of the Chil- 
dren's Aid Association, Dr. Richard C. Cabot of 
the lepartment of social ethics of Harvard Uni- 
Versity, told the members that the advisory 
eorncil on erime prevention had made two im- 
por‘ant surveys sinee it began work this fall. 

Dr. Cabot reiterated that the council had no 
realy eure for crime. ‘‘We do not vet know 
whether it is preventable or not and we do not 
wan! anyone to suppose that we do,’’ he said. 


“*The council hopes through study to attack the 
fundamental causes.’’ 


Stupy Recorps or 2000 


Ile said that unequalled social and psycholog- 
ical records of the environment of 2000 prison- 
ers, prior to their arrest, were being successfully 
studied; that records of persons not delinquent 
were being studied for contrast ; and that anony- 
mous questionnaires circulated through the 
schools to ascertain the way that children spent 
their time were of great aid. 

Robert B. Stone, chairman of the association, 
which consists of the Boston Society for the 
Care of Girls and the Boston Children’s Aid 
Society, presided. Four new directors, Edward 
L. Bigelow of Chestnut Hill; Charles K. Cum- 
mings, Jr., of Cambridge ; and Miss May Bremer 
and Miss Margaret Wilson, both of Boston, were 
elected to the board. 

In making his annual report, Alfred F. Whit- 
man, executive secretary, announced that the 
association had helped 2258 children, a slightly 
larger number than in the previous year, and 
that the work had been done at a deficit of only 
$5922.77, the least on record. A total of $35,200 
was paid in legacies to the Children’s Aid So- 
ciety during the year 1925-1926. The motion 
pictures were said to lure many children from 
the books supplied by the home library depart- 
ment.—Boston Herald. 


HYGEIA AS A HOLIDAY GIFT 


RECENTLY a letter was sent to a selected list 
of laymen announcing that the American Medi- 
cal Association is now publishing Hygeia, and 
deseribing the features of the magazine. One 
of the letters came into the hands of a banker 
in Asheville, North Carolina. So impressed 
was he with the value of Hygeia to everyone 
that the bank of its own accord and at its own 
expense took large display space in two Ashe- 
ville newspapers to reproduce portions of the 
letter, publicly endorse Hygeia and let citizens 
know that it could be obtained from the Ameri- 
can Medieal Association, 535 North Dearborn 
Street, Chicago. 

This instance in itself might not have a great 
deal of significance, but it is typical of the way 
in which influential individuals, organizations 
and institutions have received and endorsed 
Iygeia. Without any general advertising, and 
with conservative efforts to promote circulation, 
Hygeia has become widely known among intelli- 
vent laymen and leaders in health work. 

What does this mean to the medical profes- 
jon? If anything, it signifies that the public is 
swakened and eager on matters of health, and 
that it looks to the medical profession for in- 
formation. Thousands of physicians feel this 


vesponsibility and help to meet it by keeping a 
vopy of Hygeta in their reception room. 
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Another excellent plan which finds favor with 
many physicians at the holiday season is to give 
gift subscriptions for Hygeia to patients or 
other friends. It is something that can be given 
with propriety and with the feeling that it will 
contribute to the welfare and happiness of the 
recipient. Special rates are now in effect. 


THE PREVENTION OF SMALLPOX IN 
GREAT BRITAIN 


Tue Seventh Annual report of the British 
Ministry of Health sets forth that there were 
5354 eases of smallpox in England and Wales 
in 1925 and that no infants or young children 
who had been vaccinated contracted smallpox. 
Of 925 eases of smallpox that occurred in pre- 
viously vaccinated persons, only nine had been 
vaceinated at an age period beyond infancy. 

The interval between vaccination and attack 
among these nine cases varied from ten to sixty 
years. Of the total number of smallpox cases 
in 1925, 4132 never had been vaccinated. 


COOPERATION OF THE CLERGY IN THE 
CANCER CAMPAIGN 


Firry-stx Clergymen attended a luncheon at 
the Hotel Astor, New York City, October 18, 
1926, and expressed great interest in the pro- 
gram of the American Society for the Control 
of Cancer. The Very Rev. Howard Chandler 
Robbins, Dean of the Cathedral of St. John the 
Divine presided. 

A resolution introduced by the Rev. W. B. 
Millar of the New York Federation of Churches 
and unanimously adopted provided for the help 
of the clergy in the campaign in special refer- 
ence to the work of the Society will be made by 
clergymen in connection with the Sunday Ser- 
vices. 


A NOTE ON THE FINAL RESTING PLACE 
OF DR. EUGENE WELD, BOWDOIN 1825 


Tue following letter is published with the 
hope that it may be of interest to the relatives 
of Dr. Weld. 


Secretary of Suffolk District Medical Society: 

This is something out of the ordinary, I presume, 
but thinking possibly somewhere in Boston someone 
wonders, at times, what became of a physician who 
left his home years ago and gave his life for his 
fellow man, I write this letter. Possibly relatives 
live, and if so, I write to say this: 

While looking at resting places of those who years 
ago found rest in our cemetery, I noticed on a tomb- 
stone the following: 


EvGene Wetp, A.M., M.D., 
Of Boston, Mass. 
Died Jan. 21—1849 
Age 43 


In the heroic exercise of professional duty 
and Christian Charity in the 
time of pestilence. 


I have often wondered since reading this (I go to 
his grave occasionally) if it be that relatives do not 
know of his last resting place, and I think the motive 
that prompts this is understood. 

The General Catalogue of Bowdoin College, 
1794-1916, has this: Class of 1825: Eugene 
Weld, M.D., N. Y. Medical School. Born Aug. 
10, 1805, Boston, Physician, New Iberia, La.. 
1834-1849. Died Jan. 21, 1849. 


RECENT DEATHS 


BRAINERD—Dk. Joun Buitss Brarnerp, for many 
years a practicing laryngologist of Boston, died at 
Middlebury, Vt., where he had made his home for 
the past two years, November 21, 1926. 

Dr. Brainerd was born in St. Albans, Vt., June 23, 
1859, was a graduate of Harvard Medical School in 
1884 and then served as surgical house officer at the 
Boston City Hospital. He made a specialty of dis- 
eases of the ear, nose and throat and was early ap- 
pointed surgeon in that department to St. Elizabeth’s 
Hospital, Boston. He was a member of the New 
England Otological and Laryngological Society and 
of the Massachusetts Medical Society. For many 
years he lived on Huntington Avenue, Boston, and 
latterly in Brookline. He was an ardent ornitholo- 
gist, one of the founders of the Brookline Bird Club, 
and a member of the Nuttall Club. 

He is survived by one son and by a sister. 


BISHOP—Dkr. Ernest Stmons Bisnop, of New York 
City, died at his summer home at Blandford, Mass., 
November 16, 1926, at the age of 49. 

He was born in Pawtucket, R. I., November 29, 
1876, the son of Dr. Phanuel Euclid and Louise Si- 
mons Bishop. After graduating at Brown University 
in 1899 he took his M.D. at Cornell in 1908. He was 
an interne and resident physician at Bellevue Hos- 
pital 1908-1912 and then clinical professor of medi- 
cine at the New York Polyclinic. Dr. Bishop served 
as an expert witness in the courts and was instru- 
mental in modifying medical legislation, especially 
with reference to the narcotic laws. He thought that 
narcotic drug addiction was a definite curable dis- 
ease. He was a member of the New York Academy 
of Medicine, the American Public Health Association 
and the American Medical Association. 

He is survived by his widow, who was Miss Helen 
Earle of Pittsburg, Pa. 


BENNETT—Dr. Joserpn Lovvirie Bennetr, who 
served Bridgton, Me., for more than a half century 
as a physician, died October 28, 1926, in his 85th 
year. 

He entered Bowdoin College in 1861. The follow- 
ing year he enlisted in the Union forces as a mem- 
ber of the Twenty-third Maine Infantry. Discharged 
for disabilities, he returned to college, enlisting again 
in the fall of 1863 in the Seventh Maine Battery of 
Field Artillery. At the close of the war he resumed 
his studies, graduating in 1866. He was graduated 
from the Maine Medical School, at that time part of 
Bowdoin, in the class of 1869. After five years of 
practice in Fryeburg he spent a year in Massachu- 
setts, later practicing nine years in Hiram. He was 
raised to the degree of Master Mason in 1864. 

He was a member of the Maine Medical Association. 
He had not been in practice for several years. 


HARRINGTON—Dr. Harriet Louise HARRINGTON 
died at her home in Dorchester November 22, 1926, 
aged 63. 

The daughter of Francis D. and Harriet Sharp 
Harrington, she was born in Boston in 1853. Her 
education was in the public schools of her native city 
and at the Colby Institute, New London, N. H. She 
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too! ‘he degree of Ph.C. at the University of Michi- 

n 1 1881, having been pharmacist previously (1876- 
1879! at the Dispensary of the New England Hospital 
for omen and Children in Roxbury. Taking an 
M.D. from the University of Michigan in 1883, Dr. 
Har: iugton was physician to the New England Hos- 
pita! from that date. She joined the Massachusetts 
Med:cal Society in 1884, among the earliest women 
to do so, and had practiced in Dorchester up to her 
retiroment in 1919. 

She is survived by two brothers and a sister. 


GOLDEN—Dr. Lazarus GOLDEN, a Fellow of the 
Massachusetts Medieal Society since 1900, when he 
was graduated from Harvard Medical School, died 
at his home in Roxbury, November 6, 1926, of myo 
carditis. 


EVERETT—Ds. Oriver Hurp Everett, a former 
Councilor of the Massachusetts Medical Society, der- 
matologist, died at his home in Worcester following 
a long illness, November 12, 1926, at the age of 74. 

He was born in Charlestown, April 10, 1852, the 
son of Rev. Oliver Chapin and Betsy Williams (Weld) 
Everett. The father was a Unitarian clergyman and 
was settled in Charlestown at the time. Dr. Everett 
was prepared for college at the Charlestown High 
School, graduated from Harvard in 1873 and from 
the Harvard Medical School in 1877. The next year 
he passed as an interne in the Massachusetts General 
Hospital and the following two years studied in Vien- 
na, Berlin, Strassburg, Prague and Paris. 

Dr. Everett settled in Worcester in 1880 and built 
up a large general practice. For ten years, 1885-1895, 
he was surgeon to the Worcester City Hospital. Later 
he specialized in diseases of the skin. From its or- 
ganization in 1888 he was a member of the staff of 
Memorial Hospital and headed the Department of 
Dermatology. He was a member of the Massachu- 
setts Medical and Worcester District Medical soci- 
eties. His social clubs were the Worcester, Quinsiga- 
mond Boat and Tatnuck Country clubs of Worcester 
and the Worcester Fire Society. 

He married, in 1885, Sarah Frances Dewey, daugh- 
ter of the late Judge and Mrs. Francis H. Dewey. 
Mrs. Everett died in 1892. Their two children sur- 
vive them, Caroline Clinton, who is Mrs. Welles Van 
Ness Moot of Buffalo, N. Y., and Francis Dewey Ever- 
ett of Milton. 


CORRESPONDENCE 


THE WORKMEN’S COMPENSATION LAW 


The following letter has been received from the 
Medical Adviser of the Industrial Accident Board 
in response to a request for comment on the sug- 
gestions of Dr. J. G. Hanson contained in his letter 
published in the JournaL November 18, 1926: 


Evitor, Boston Medical and Surgical Journal: 


| am pleased to have the opportunity to comment 
upon the eleven points stressed by Dr. Hanson. 

rom the many statements which have been made 
to the Commission now considering workmen’s com- 
Peusation and from the letters of your correspondents, 
it ‘s evident that the provisions of the present law 
are not well known or understood. 

Constructive criticism is useful and if our present 
S)-\em is not defensible, changes are certain to come. 

“or the purpose cf convenience, I have placed Dr. 
Henson’s points in the form of questions and place 
my comments in the form of answers. 


1. Q. If the present insurance system survives, the 
injured man should be paid more than $16 
per week. 


A. There seems to be a general agreement that 
the injured man should be better compen- 
sated than he is at present and the Indus- 
trial Accident Board has so recommended. 


Q. The amount for total disability should be 
increased. 


A. This also has been recommended by the In- 
dustrial Accident Board. 


. Q. Hospitals should be paid an average per cap 


ita cost to be determined at stated intervals 
of time. 

A. Hospitals are being paid upon the charges 
asked for by the hospitals. When the Act 
went into effect the average ward charge 
was $12 per week. 

The hospital and medical] advisory committees 
ae $15, which was adopted in 


In 1919 the hospitals asked for $17.50 with 
. extras, which this Board allowed. 
In 1920 the hospitals asked for $21, and that 
was allowed. 


Q. The injured man should receive both hospital 
and medical care from the time of his in- 
jury until he ceases being a hospital case 
and until the doctor or Board decides he 
needs no further treatment. 

A. The Industrial Accident Board has consistent- 
ly carried this idea from 1914 when the law 
was changed allowing treatment beyond the 
first two weeks up to the decision of the 
Massachusetts Supreme Judicial Court in 
the case of Galen Moore (May 26, 1926). 


Q. The language of the law should be sufficiently 
explicit so that the Industrial Board would 
not require direction by advisory commit- 
tees. 

A. There can be no question that the law should 
be as clear as possible. The Industrial Ac- 
cident Board or some body must interpret 
and apply the law to individual cases. It 
does seem that the advisory function of the 
Medical Societies and Hospital Associations 
— be of great value to a non-medical 


. Q. The injured man should have his choice of 


physicians. 
A. That is the present law. 


. Q. In all hospitals where the injured man has 


his choice of a physician, whether a staff 
doctor or not, the doctor should receive 
reasonable compensation for his services. 

A. That also is the ruling of the Industrial Acci- 
dent Board under the present law. This is 
different from the case of no choice and 
where the man on duty gets the patient as 
a hospital case. 


. Q. A department for rehabilitation should be or- 


ganized. 


A. This has been in existence since May 28, 1918. 
Section 3 of the law: 

“The division of industrial training shall aid 
persons whose earning capacity has been 
impaired by industrial accident while resi- 
dents of the commonwealth in obtaining 
such education, training and employment 
as will tend to restore their earning capaci- 
ty. It may codperate with the United States 
government, and in codperation with the 
department of education may establish and 
maintain, or assist in so doing in schools or 
institutions supported wholly or in part by 
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the commonwealth, such courses as it may 
deem expedient, and otherwise may act in 
such manner as it may deem necessary to 
accomplish the purpose of this section. (Re- 
pealed St. 1921 c. 462, and duties transferred 
to State Board for Vocational Training.) 
Public Doc. No. 2, Dept. of Education, Vol. 
89, Nov., 1925. 


9. Q. Some provision should be made so that over- 
head and profit of insurance companies shall 
not devour the larger part of the fund paid 
by employers. 

A. That is provided in the present law under 
the supervision and control of the Commis- 
sioner of Insurance. (Public Document 9.) 

Section 52, Chapter 152, General Laws: 

“Any liability insurance company authorized 
to do business in the commonwealth may 
insure the liability to pay the compensation 
provided for by this chapter; and when any 
such company insures the payment of such 
compensation it shall file with the commis- 
sioner of insurance its classifications of 
risks and premiums relating thereto and 
subsequent proposed classifications or pre- 
miums, which shall not take effect until 
approved by the commissioner of insurance 
as adequate for the risks to which they re- 
spectively apply. The commissioner may 
withdraw his approval.” 


10. Q. I believe in a fee for full treatment plan for 
physicians for the greater number of in- 
juries and operations, and fee list compiled 
by the medical societies of the State and 
the Board that will eliminate the constant 
conflict between adjusters and doctors. 

A. A fee table would simplify the work of the 
Industrial Accident Board. Is it desirable 
from the standpoint of the medical men? 
Shall the rate be a flat one for the entire 
State or shall the physicians of the cities 
be paid a different rate than in towns? Will 
a fee table tend to encourage the best type 
of men to take on industrial work? Shall 
the rates be the same for all who are 
licensed to practice under Massachusetts 
laws, or shall special schools of practice 
such as Osteopathy and others, if they 
come, have fee tables of their own? 


11. Q. If rates must be raised to meet increased and 
necessary care of workingmen and women, 
it is but fair to remember that since this 
law was passed, rates of everything they 
must have to exist, have been raised to a 
perilous point for them. 

A. The question of raising rates or making sav- 
ings that will permit increased benefits to 
our injured workmen is now being consid- 
ered by a special commission and their re- 
port will be further considered by the new 
Great and General Court. No better bal- 
anced or more sympathetic board has ever 
sat to consider changes in the law. Certain- 
ly no man is better qualified to intelligently 
pass upon the relation of the medical prob 
lems to the law as a whole than Dr. S. B. 
Woodward, a former President of the Massa- 
chusetts Medical Society. 

Yours very truly, 
Francis D. Donocuvue, M.D. 


SOME COMMENTS ON TOBACCO SMOKING 
Mr. Editor: 


In 1890 ten physicians of Worcester formed a medi- 


cal club. The youngest man was 29 years of , 
the oldest 49. 


Thirty-six years later in 1926, when the youngest 
member was 65 and the oldest 85, the circle was for 
the first time broken by death. 

As you, Sir, have lately become publicity agent for 
the Americna Tobacco Company or some similar or- 
ganization it may interest you to learn that the long- 
lived men—who are, by the way, pleased to learn 
from your writings that they are probably also 
brainy—each and every one were consumers of tobac- 
co. Some smoke more, some less, some much more, 
but all were nevertheless addicts. 

We in Worcester think that a smoking physician 
who settles here has in all probability a long and 
useful life before him. 

SAMUEL B. Woopwarp. 


CASES REPORTED TO THE MASSACHUSETTS 
DEPARTMENT OF PUBLIC HEALTH FOR THE 
WEEK ENDING NOVEMBER 20, 1926 


Anterior poliomyeli- 
tis 


rum 33 
Anthrax 2 Pellagra 1 
Chickenpox 341 Pneumonia, lobar 83 
Diphtheria 98 Scarlet fever 305 
Dog-bite requiring Septic sore throat 2 

anti-rabic treat- Suppurative conjunc- 

ment 4 tivitis 7 
Encephalitis lethar- Syphilis 39 

gica 1 Trachoma 1 
Epidemic cerebrospi- Tuberculosis, pulmo- 

nal meningitis 2 nary 1 
German measles 5 Tuberculosis, other 
Gonorrhea 86 forms 
Influenza 7 Tuberculosis, hilum 9 
Measles 32 Typhoid fever 8 
Mumps 134 Whooping cough 78 


CONNECTICUT DEPARTMENT OF HEALTH 


Moreipity REPORT FOR THE WEEK ENDING 
NovempBer 20, 1926 


Diphtheria 34 Cerebrospinal menin- 
Last week 24 gitis 
Diphtheria bacilli Chickenpox 102 
carriers Encephalitis, epidemic 1 
German measles 
Influenza 
Mumps 6 
Measles 10 Pneumonia, lobar 32 
Last week 9 Poliomyelitis 1 
Whooping cough 35 Septic sore throat 3 
Last week 52 Tuberculosis, pulmo- 
Typhoid fever 2 nary 22 
Last week 4 Gonorrhea 16 
Bronchopneumonia 20 Syphilis 8 
NOTICES 


PETERSHAM, MASSACHUSETTS, WANTS 
RESIDENT PHYSICIAN 


Ricuarp T. Fisuer of Petersham, can now be 
reached at Weston, Mass. He would like to 
communicate with any competent doctor inter- 
ested in practice in Petersham from now until 
April with the possibility that the position may 
be permanent. 

An honorarium of one hundred dollars per 
month will be given and free use of motor car. 


| Good furnished dwelling at low rent will be 


provided. 
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A MEMORIAL TABLET OF 
DR. WALTER E. FERNALD 


Tue Bas Relief Memorial Tablet of the late 
Dr. Walter E. Fernald was unveiled and pre- 
sented to the School on Saturday afternoon, No- 
vember the twenty-seventh at the Walter E. 
Fernald State School. 


CORRECTION IN TITLE OF ESSAY 


Tue Alvarenga Prize for 1926 has been award- 
ed to the author of the essay entitled: ‘‘The 
Gonophage.”’ 

JoHN H. Girvin, Secretary. 


A CORRECTION OF STATISTICS SETTING 
FORTH TUBERCULOSIS CATTLE RE- 
ACTORS 


Editor Boston MEDICAL AND SuRGICAL JOURNAL: 


I find that in the article on milk laws there 
was a typographical error which was not picked 
up. The table on page 110 referred to examina- 
tions in the District of Columbia and not Massa- 
chusetts. I regret that Massachusetts is un- 
able to show such excellent figures. 

Greorce H. Biaetow, M.D. 
Commissioner of Public Health. 


_ 


REPORTS AND NOTICES OF 


MEETINGS 


HARVARD MEDICAL SOCIETY MEETING 


THE next meeting of the Harvard Medical 
Society will be held in the amphitheatre of the 
Peter Bent Brigham Hospital, Dee. 7, 1926, at 
8:15 p, m. 

The speaker of the evening will be Major 
James F. Coupal of Washington, D. C., per- 
sonal physician to the President. His subject 
will be ‘‘ History of Pathology.’’ There will be 
lantern slides. 

All members of the Medical Profession, Medi- 
eal Students and Nurses are invited. 


MEETING OF THE PHYSIOLOGICAL 
CONFERENCE 


The next meeting of the Physiological Con- 
ference of Harvard Medical School will be held 
Thursday afternoon, December 9, at 4 p. m., in 
the Bowditch Library. 

Professor Edwin J. Boring, Director of ‘he 
Psychological Laboratory of Harvard Univer- 
sity, and Professor Alexander Forbes of the 
Physiology Department of Harvard Medical 
School, will speak on: ‘‘Physiological and Psy- 
chological Foundation of Auditory Theory.’’ 


_ All members of the medical profession, medi- 
eal mo and others interested are invited 
to attend. 


MEETING OF THE NEW ENGLAND 
HEART ASSOCIATION 


On Thursday evening, Dec, 16, at 8.15, at the 
Peter Bent Brigham Hospital, there will be a 
meeting of the New England Heart Association. 
Dr. William H. Robey will read'a paper on 
‘The Effect of Tonsillectomy on Acute Rheu- 
matic Fever and Rheumatic Heart Disease.’’ 

The discussion will be opened by Dr. Louis M. 
Freedman. 

Dr. Albert D. Kaiser will talk upon ‘‘The Re- 
lation of Tonsillectomy of Rheumatic Fever and 
Heart Disease in Children.’’ 

All are cordially invited to attend. 


MEETING OF THE GREATER BOSTON 
MEDICAL SOCIETY 


Tue next meeting of the Greater Boston Medi- 
eal Society will be held on December 7, at the 
Boston Medical Library. The program for the 
evening: 

‘The Differential Diagnosis of Glandular En- 
largement and Methods of Treatment.’’ 

Isaacs, M.D. 


THE ANNUAL MEETING OF THE NEW 
HAMPSHIRE MEDICAL SOCIETY 


Tue 136th annual meeting of the New Hamp- 
shire Medical Society will be held in the city 
of Portsmouth, N. H., the latter part of June 
1927. 

The headquarters will be at the Hotel Went- 
worth. 


THE CUTTER LECTURE ON 
PREVENTIVE MEDICINE 


Proressor F. Nevurextp, Director, Robert 
Koch Institute for Infectious Diseases, Berlin, 
Germany, delivered the Cutter Lecture on Pre- 
ventive Medicine for the year 1926, Wednesday 
afternoon, November 10, at the Harvard Medi- 
cal School. It will be recalled that Professor 
Neufeld has contributed largely to the field of 
bacteriology since 1900. In this year he per- 
fected the bile solubility test, which differen- 
tiates the pneumococci from the streptococci. 
He was the first to study agglutinins, and the 
first to demonstrate specific precipitating anti- 
bodies in pneumococcus immune sera. He dem- 
onstrated also that such sera contained power- 
ful opsonie substances, which he termed ‘‘bac- 
teriotropins.”’ 

In conjunction with Dr. Haendel in 1910 was 
demonstrated the fact that pneumococci were 
not all alike serologically, and these men per- 
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fected the grouping of pneumococci into the 
four main types which we now know as Type 
I, I, III, and IV. 

Professor Neufeld’s subject was: ‘‘ Immunity 
in Its Significance to Epidemiology.’’ He point 
ed out that the factors in the causation of epi- 
demic diseases were four in number, namely: 
the number of organisms encountered, the viru- 
lence of these organisms, the natural, and the 
acquired immunity of the host. His discussion 
centered primarily upon the factors of natural 
and acquired immunity. He has demonstrated 
experimentally that the natural immunity of 
animals varies considerably, and concluded 
therefore that the defensive powers at work 
throughout the body that are transmitted by 
heredity to posterity, were subject to influ- 
ence. He pointed out that the variation in the 
amount of anti-toxin transmitted from mother 
to child passively, according to the Mendelian 
Law, was the most important factor in the im- 
munity possessed by children, and further that 
this passive immunization was of but relatively 
short duration, and held for one generation 
only. He believes that the so-called racial im- 
munity is an acquired immunity. 

The fact that children as well as humans vary 
in their susceptibility and in their resistance to 
certain diseases, points to the theory that there 
is an individual difference in the facility of the 
rapidity of elaboration, and in the quantity of 
elaboration, of antibodies actively. 

Dr. Neufeld laid particular stress upon the 
effect of the lowering of the resistance of the 
host to the causation of epidemics, and stated 
that this factor was of more importance than 
that of the virulence of the organisms. Envir- 
onmental influences were stressed especially as 
factors regulating the resistance of the host. 
Also such factors as the presence of one infec- 
tion, or an injury as predisposing to a second, 
were considered. 

Dr. Neufeld concluded his discussion by stat- 
ing that the prevention of disease was now only 
in small part a medical problem and must rest 
in its last analysis on the prevention of the 
means of direct infection, and on the predispos- 
ing considerations, in which the sociologist and 
the educator must play as important a part as 
the physician. 


LECTURE IN MEDICAL ZOOLOGY 


A LrecTuRE in medical zoology, given under 
the auspices of the Harvard School of Publie 
Health, was delivered by Dr. Maurice C. Hall, 
Chief of Division of Zoology, Bureau of Animal 
Industry, United States Department of Agricul- 
ture, Washington, D. C., Friday afternoon, No- 
vember 19, at the Harvard Medical School. 

Dr. Hall’s subject was: ‘‘Recent Develop- 
ments in the Therapy of Helminthiasis.’’ His 


introduction dealt with the historical aspect of 
Helminthology, which he divided into three 
epochs. The first of these was a century of un- 
eritical empiricism, the second a half century 
of eritieal empiricism, and the last, a deeade of 
eritical testing on animals. This last epoch 
dates from the year 1915, during whieh Dr. 
B. Hl. Ransome inaugurated the methods of 
‘*eritical testing’’ of animals as a foundation 
for the principles of Helminthology, which since 
have gradually been perfected to their present 
state. 

Indiscriminate and non specific plant anthel- 
minties were used in the first epoch. The use 
of male fern as a specifie for hookworm marked 
the beginning of the second epoch, while drug 
specificity combined with thorough experimenta- 
tion on drug dosage, worm passage, autopsying, 
and purgation has characterized the last epoch. 
Dr. Hall reviewed the anthelmintics of the last 
epoch, which have stood the test of time, of 
which he listed fourteen, the most important to 
the medical profession being: Chenopodium, ear- 
bon tetrachloride, tetrachlor-ethylene, santonin, 
thymol, beta naphthol, male fern, carbon bi- 
sulphide, emotin, and cuprie sulphate. He dis- 
cussed each of these drugs in the light of their 
specificity, efficacy, and safety. He pointed out 
that there was a definite correlation between the 
chemistry of the drug and its efficacy, between 
its solubility and its safety, the optimum solu- 
bility being given for anthelmintics as 1 to 5— 
10,000. 

Dr. Hall stressed the importance of the thor- 
ough study of the patient before administering 
anthelminties, knowledge of the conditions in 
which certain anthelmintics are contraindicated, 
the importance of purgation both before and 
after administration, a thorough knowledge of 
the anthelmintics, their composition, action and 
safety, and a knowledge of the parasite con- 
cerned. 

Dr. Hall called particular attention to the 
drug tetrachlorethylene, which was introduced 
as an anthelminitic in 1925. He pointed out 
that it was specific for more worms, and was 
safer for humans and animals than any of the 
anthelmintics in use. 

He coneluded his discussion by stimmarizing 
in a general way the importance of the last 
epoch of helminthology to the field of science, as 


a whole, to the medical practitioner, and to the 
veterinarian. 


HARVARD MEDICAL SOCIETY 
MEETING 


- THE second meeting of the Harvard Medical 
Society for the academie year, was held Tues- 
day evening, November 2, 1926, at 8:15 P. M., 
in Amphitheatre C. Dr. Harvey Cushing, act- 
ing chairman, introduced the speaker of the 
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.vening, Dr. Rudolph Matas, at present Profes- 
of Surgery of tulane Medical School, and 
retiring president of the ‘‘American College of 
virgeons.’’ Dr. Matas has made the most no- 
ible contribution to surgery of the blood ves- 
ols, being responsible for the introduction into 
surgery of the operation known as endo-aneu- 
.ysmorrhaphy, an operation based upon the ap- 
plication of methods of intrasaccular suture, 
whieh term and operation he coined and devised. 

Dr. Matas spoke on the ‘‘Surgical Treatment 
of Aneurysm,’’ and opened his discussion by 
deseribing the common varieties of aneurysms, 
which he designated as fusiform, sacciform, and 
rotative, the fusiform being the most common. 
The fusiform refers to an aneurysm with two 
openings, an inlet and outlet, the sacciform, one 
with a single opening in the center, and thus, is 
an intact artery with one opening into it. The 
rotative refers to a fusiform that has rotated so 
that the inlet or outlet is displaced in such a 
way that either or both of these orifices may lie 
on the roof of the sac or on its sides, and not at 
the bottom. 

He pointed out that it was impossible to name 
the type until the aneurysm had been opened. 

He next described the operations devised to 
eure these types of aneurysms. These he desig- 
nated as the restorative, reconstructive, and ob- 
literative forms of endo-aneurysmorrhaphy. 
The former is used in the case of a sacciform 
aneurysm; here the single opening in the sac is 
closed by sutures without destroying the lumen 
of the artery, and the sac is then plicated and 
sutured so as to secure its obliterations. The 
latter is applicable to fusiform aneurysms in 
which there are two or more orifices of supply 
and in which the parent artery is lost at the 
seat of aneurysm; in this case the openings into 
the sae are closed and the sac itself is folded to- 
gether and sutured so as to secure union of the 
endothelial surfaces. The second or reconstruc- 
tive operation is applicable in the ease of sim- 
ple fusiform dilatation of an artery; in this 
case a catheter is passed into the two openings 
and the lumen of the artery is reconstructed by 
suturing the sae around the catheter, the latter 
being withdrawn before the tying of the last 
sutures. This latter is only possible where there 
is no displacement of the openings as in the 
rotative aneurysm. The. rotative aneurysm is 
usually treated by the obliterative operation. 

He stated that a special type of operation was 
necessary for -an arteriovenous aneurysm, an 
aneurysm resulting from an anastomosis be- 
tween the artery and vein. Here the vein is 
opened and retracted opposite the fistula. The 
fistula is then closed from the venous side, and 
the vein is then sutured, or cut off. The ‘chief 
point about the operation is to stop the passage 
of blood from the artery into the vein, even if 
the vein must be sacrificed. 


Before attempting a surgical treatment of 
aneurysm, Dr. Matas emphasized that the condi- 
tion of the peripheral circulation and the col- 
lateral circulation should be thoroughly inves- 
tigated. The performance of an obliterative 
operation cannot be done unless the collaterals 
are sufficiently developed and large enough to 
carry on the work formerly done by the parent 
artery. Thus, first of all the collateral circula- 
tion must be tested, and except in rare cases, 
ample time can be taken to study this behavior. 
In the case of popliteal aneurysm, for example, 
absence of a dorsalis pedis or a posterior tibial 
pulsation, together with normal sensibility of 
the leg is indicative that the blood is finding its 
way there in spite of the fact that the main 
artery is temporarily occluded, and an oblitera- 
tive can be performed. A method to further 
test the collateral cireulation has been devised 
by Dr. Matas, in which compression is brought 
to the popliteal artery as near as possible to the 
upper pole of the sac. Here the artery is oc- 
cluded, and if the color of the foot is normal 
there must be collateral circulation. To make 
this more evident he has made use of the Es- 
march Bandage, from the toes up to the aneu- 
rysm, and so wrapped as to exsanguinate the 
leg, making it waxy in color. This is kept on 
for five minutes, then removed, all this time the 
main artery being compressed to occlusion. The 
circulation is watched, and if the collaterals are 
free and developed, a hyperaemic blush will 
pass rapidly down the leg to the toes. If there 
is no color in thirty minutes there is no collat- 
eral circulation. This test is of primary impor- 
tance in testing the circulation in the peripheral 
parts only. 

When aneurysms higher up as in the groins 
and axilla are dealt with Dr. Matas exposes the 
main artery and puts a band on it as near as 
possible to the pole of the sae, and then watches 
the effects on the parts. An oscillometer is used 
to test for the pulse over the part involved. If 
pulsation is evident, surgical procedure is in- 
dicated. 

Dr. Matas stressed the importance of the 
closure of all collateral openings into the aneu- 
rysm in the ease of all endo-aneurysmorrhaphys, 
pointing out that neglect of this was the cause 
of often fatal hemorrhage. The fallaey of the 
Antyllian operation lies in this danger, yet is 
practiced to this day. Anomalies of the sae will 
he met, and these must be cautiously searched 
for in every operation. 

Whenever the preliminary tests show a de 
fective or deficient collateral cireulation, Dr. 
Matas délays the operation as long as possible 
and endeavors to train the collaterals. He 
stated that collateral circulation can be im- 
proved by mechanical compression of the main 
artery close to the sae on the cardiac side, for 
this Dr. Matas used an Aluminum band. He 
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found after considerable experimentation that 
he could leave the band long enough to stop the 
pulsations from 20 to 48 hours without any dan- 
ger to the artery. This procedure, previously sup- 
plemented with direct compression has proven 
effective in many of his cases, in establishing 
and developing a collateral circulation, so that 
in time an obliterative operation can be per- 
formed. He stated that where the band pro- 
cedure was applied to the carotid artery the 
greatest of care was necessary to prevent the oc- 
eurrence of the ischemic phenomenon of the 
brain, and the formation of thrombi and em- 
boli. Dr. Matas has made a practical use of the 
band method in testing the cerebral circulation 
before operating on tumors that involve the 
carotid artery. 

In concluding, Dr. Matas stressed the impor- 
tance of leaving the aneurysmal sac intact and 
adherent to the peri-aneurysmal tissues. If a 
sac has been enucleated or detached free from 
its surroundings, it is better to exise the de- 
tached portion and not attempt its obliteration 
by infolding or plication unless there is suffi- 
cient material left for this purpose. In the 
operation silk suturing is always used—and fol- 
lowing the removal of the constrictor in the 
operation, hemorrhage must be tested for, be- 
fore obliterating the cavity. Close suture is not 
made, so if there is serum, it will find its way 
out. 


Following his diseussion Dr. Matas showed 
moving pictures of operations performed on a 
ease of biloenlar high post-tibial aneurysm with 
a tumor on front and one on back of the leg, 
and on a ease of femoro-popliteal aneurysm, il- 
lustrating the administration of spinal anes- 
thesia, incision, digital exploration and evacua- 
tion of the sae, wide retraction and careful 
toilette of the sae with gauze sponges, wet with 
ether, obliteration of the sac, both inlet and out- 
let, release of the constricting band and demon- 
stration of complete hemostasis, suture of the 
musele planes to obliterate the cavity and ap- 
plication of dressing and felt mattress pad 
which protects the leg, preventing flexion but 
allowing all other movements, thus adding to 
the comfort of the patient and helping to pre- 
vent hed sores. The patients shown in the pic- 
tures had complete funetional and anatomical 
recovery two months later. 


SOCIETY MEETINGS 
District Mepicat Socreties 


Essex North District Medical Society 

Wednesday, January 6, 1927—Seml-annual meeting. Centre 
Church vestries. Main Street. Haverhill. 

Wednesday, May 4, 1927—Annual meeting. Russell Hall. 
Young Men's Christian Association Bullding, 40 Lawrence Street, 
Lawrence. 

ursday, May 6, 1927—Censors meet for examination of can- 
didates at Hotel Rartlett, 95 Main Street, Haverhill, at 2 P. M 


Essex South District Medical Society 


Wednesday, January 5, 1927—Deer Cove Inn. Swampscott. 
Dr. James S. Stone. “Differential Diagnosis of Acute Abdominal 
Conditions in Children.” Discussion by Drs. O'Keefe of Lynn, 


Nichols of Danvers and Walter Phippen of Salem, five minutes 


Wednesday, February 2, 1927—Hawthorne Hotel, Salem. Dr. 
H. H. Clute of the Lahey Cl “Differential Diagnosis and 
Treatment of Th ." Discussion by. Drs. Johnson of 
Beverly and Field of Salem, ten minutes each. 
Wednesday, March 2, 1927—Lynn Hospital. Clinic, 6 P. M.; 
supper, 7 P. M. Dr. George Minot, “Pernicious A with 
Special Reference to Liver Diet." Discussion by Drs. Sargent 
of Salem and Reynolds of Danvers, ten minutes each. 
Wednesday, April 6, 1927—Danvers State Hospital. Clinic, 
5 P. M. Dr. Allan W. Rowe, Chief of Research Service at Ev- 
ans Memorial, ‘“‘The Differential Diagnosis of Endocrine 
ders.” Followed by dinner. Discussion by Drs. Wood of Hath- 
orne and Kline of Beverly, ten minutes each. 
Thursday, May 6, 1927—Censo 


7 rs for examination of can- 
didates at the Salem Hospital, 3:30 P. M. 
w . May 11, 1927—Annual meeting. The Tavern, 
Gloucester. Speaker and subject to be announced later. 


Norfolk District Medical Society 

Below are the proposed 
the remainder of the year. 
of necessity. 

January 25, 1927—Peter Bent Brigham Hospital. Dr. Harvey 
Cushing. Time of meeting end subject to be announced. 

March 1, 1927—Roxbury Masonic Temple, 8:15 P. M. Dr. 
Robert B. Greenough. To be devoted to a talk on cancer, with 
a résumé of the results of colloidal lead treatment. 

March 29, 1927—Roxbury M 
F. 8. Newell and F. J. Irving, 
Eclampsias and T of 
oun Modern Methods of Handling Prospective 

ses.”’ 

May 10, 1927—Annual meeting. Details of meeting to be 
announced. 


Suffolk District Medical Society 

Meetings of the Suffolk District Medical Society and the Bos- 
ton Medical Library will be held at the Boston Medical Library, 
8 The Fenway, Boston, at 8:15 P. M., as follows: 

December 15, 1926—Medical Section. “Diagnosis and Treat- 
ment of Scarlet Fever and Certain Aspects of Other Contagious 
Diseases,” Dr. Edwin H. Place. 

January 26, 1927—General meeting in association with the 
Boston Medical Library. “Medical Work at the 
Life Insurance Company,” Dr. Augustus IL 
Director, Metropolitan Life Insurance Company. 

February 23, 1927—Surgical Section. “Clinic on Neurological 
Cases at the Peter Bent Brigham Hospital,” Dr. Harvey Cushing. 

March 30, 1927—-Medical Section. Subject and speaker to be 
announced later. 

April 27, 1927—Annual meeting. Election of officers. ‘“Medi- 
cal Education in the Orient and Occident,” Dr. David L. Edsall, 
Dean, Harvard Medical School. 


Notices of meetings must reach the JouRnNaAL office on the 
Friday preceding the date of issue in which are to appear. 


Metropolitan 
Knight, Medical 


BOOK REVIEW 


The Peaks of Medical History. By Cuartes L. 
Dana, A.M., M.D., LL.D. New York: Paul 
B. Hoeber, Inc. 1926. 


This monograph, dedicated to Dr. Fielding 
H. Garrison, aims to present in kinetic form a 
rapid brief survey of the main facts of medical 
history from pre-Hippocratic times to the mid- 
nineteenth century. For this purpose the auth- 
or has selected six peaks or high spots,—Hip- 
pocrates, the Alexandrian School, Galen, the 
Renaissance, Harvey, Jenner,—to which might 
be added a seventh, Pasteur. Upon these pegs 
of chronology he has suspended a vivid bio- 
graphic, social, and historic sketch of the evolu- 
tion of the medical sciences, illustrated with 
forty full-page plates and sixteen text figures. 
An appendix of bibliographic notes gives an 
abundance of references to period literature. 
Within the narrow compass of a hundred pages, 
Dr. Dana has achieved a marvellously succinct, 
rich, and vitalized narrative, an outline of the 
evolution of medicine, designed especially for 
the use of medical students and practitioners, 
but of immense interest and value as well to the 
general reader of cultivation. 
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